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Take Advantage of the 


EXCEPTIONAL 
OPPORTU 


for STATE REGISTERED NURSES in 
HAMILTON, CANADA 


Interesting Work « Excellent Salary « Pleasant Surroundings 


The progressive attitude of the Hamilton General 
Hospitals offers stimulating work in every field of the 
nursing profession. This third largest hospital in Canada 
is equipped for the latest and most advanced branches 
of medical science and service. | 
Salary for Registered Nurses is among the highest 
in Canada. Starting salary ranges from $56.50 to $63.00 
for a 40 hour scheduled week. Nurses who may not 
qualify immediately for registration in Ontario receive 
$50.00 weekly ; and on meeting registration requirements, 
automatically advance to the higher salary scale. 
Working hours give ample leisure time. Days— 
normally 7:00 a.m. to 3:30 p.m.; Evenings—3:00 p.m. 


to 11:30 p.m.; Nights—11:15 p.m. to 7:15 a.m. These 
are based on 40 hours weekly. Schedules include one- 
half hour for each meal. A 15 minute break is given in 
each shift. Eleven paid statutory holidays annually— 
3 weeks vacation with pay following the qualifying period. 
Accommodation in the comfortable modern Nurses 
Residence is available until other suitable living quarters 
are located. | | 

Financial assistance for passage can be arranged 
if desired. 

For complete information write: Department of 
Labour, Government of Canada, 61 Green St., London, 
W. 1., England. : 


HAMILTON is a pleasant place in which to live... 
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Hamilton is a beautiful city, offering the 
excitement of the large city and the warmth 
of the smaller community. 


~~ Unspoiled vacation lands are nearby. This 
crystal lake in famous Muskoka is within a 
few hours convenient travel. 


Situated in Southern Ontario, Hamilton is 
on Lake Ontario close to the U.S.A. border. 


However you choose to spend your leisure 
time—on the tennis courts or in the art 
gallery, you'll find every facility you could 
wish for. 


this view of Hamilton’s main street. 


and broadening your outlook. - 


The stimulating pace of Canada is seen in 


You'll enjoy meeting other girls in your 
chosen profession, sharing your experiences 
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Florence Nightingale and Abraham Lincoln are depicted - 
in a stained-glass window designed by Mr. E. Liddall 
Armitage, shortly to be shipped from the Whitefriars 
Studios, Wealdstone, Middlesex, to St. Thomas’s 
Episcopal Church, New York City. Dr. Albert Schweitzer 
is another figure of modern times included in the window, 


the theme of which ts ‘Goodness’. 
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Official Journal of the Royal College of Nursing 


NURSING TIMES 


Hours of Work 


THE PRACTICE OF A PROFESSION involves the acceptance of re- 
sponsibility for seeing a task through, rather than the perform- 
ance of a routine for a stated number of hours. The hours of 
work of professional people must therefore retain a degree of 
flexibility and not be rigidly laid down. In no profession is this 
more apparent than in nursing and in the view of the Royal 
College of Nursing this should be strenuously urged as one of 
the grounds for considerably improved salaries throughout the 
profession. 

Long hours of exacting work have, however, been required 
of nurses whose sense of duty has made them liable to exploita- 
tion; an over-fatigued nurse represents an injustice to the — 
profession and a danger to the patient. The College has always 
sought to promote reasonable hours of duty for nurses and 
welcomes the steps already taken to introduce an 88-hour fort- 
night, only regretting that it has not been found possible to 
reduce the hours of student nurses to 40 per week. The obli- 
gation to provide a 24-hour nursing service and to meet 
emergencies as they arise remains and must be met. But the 
hours of duty of other professional people within the hospital 
service are based on a 39-hour week and the hours of ancillary 
staff in hospitals have already been reduced to 44 per week. 

A proposal has recently been made that nurses in the general 
field should be paid for all hours worked in excess of 88 per 
fortnight but the College has always aimed to achieve for 
nurses: (i) adequate remuneration, assessed on factors appro- 
priate to professional service; and (ii) reasonable hours of 
duty. Both these aims might seriously be prejudiced and 
would certainly not be advanced by the introduction of over- 
time payment for hours in excess of 88 per fortnight. Such 
payment would tend to imply approval of excessive working 
hours and to detract from the urgency of reducing them. It 
would destroy the argument that remuneration should reflect 
a necessary degree of flexibility of hours and overtime payment 
would come to be regarded as part of the standard income of 
the nurse, leading to an inevitable reluctance to accept a 
shorter working period. 

It is believed that the acceptance of regular overtime pay- 
ments in other-spheres has been responsible for an avoidable 
depression of basic rates of pay. 7 

For these reasons the Royal College of Nursing, while 
strongly supporting the introduction of the 88-hour fortnight, 
is absolutely opposed to the introduction of overtime payment 
for nurses in general hospitals. 
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News and Comment 


Midwives Charter 


A WaitTLey CouNCcIL AGREEMENT On an increase in 
pupil midwives’ training allowances by £89 a year, 
bringing this up to £394, announced in the Nursing 
Times last week (page 118), is followed this week by the 
report on the shortage of midwives in hospital which 
is summarized opposite. The report will interest 
nurses in general hospitals as well as those in midwifery 
and all who are considering taking midwifery training. 
The shortage of midwives in hospitals, due largely to 
the increase in hospital confinements, is found to be 
neither universal nor always encountered in hospitals 
unfavourably placed from the recruitment angle. There 
is no shortage of pupil midwives; the numbers qualifying 
each year are far in excess of the staff needed. The 
expansion of midwifery by persons who are not nurses is 
considered; also remuneration, but the main emphasis 
is on weaknesses of the present 
service to patients, working 
conditions for midwives and 
the training of pupils. 


Mental Health Bill 


THE MOST STRIKING FACTOR 
emerging from the Miuinister 
of Health’s speech at the 
second reading of the Mental 
Health Bill was that such 
legislation would not have 
been possible but for the 
change in the climate of public 
opinion. Here is the reward of 
the unremitting efforts to edu- 
cate the public on the subject 
of mental illness by organiza- 
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of mental disorder. The Ministp 

envisaged closer integration be 
_ tween the hospitals and the logy 
authorities, in view of the ep. 
_couragement to the latter to de. 
_ velop and extend their after-car 
services and the increased provision of day treatmen 
centres, hostels and rehabilitation facilities. Dr. Edith 
Summerskill, speaking first for the Opposition, wel. 
comed the Bill but regretted that powers given to local 
authorities in this connection were still permissive 
rather than mandatory. But possibly the answer to this 
criticism was to be found in the Minister’s speech: the 
circumstances of local authorities differ so widely tha 
it would be difficult to impose any uniform pattern, 
One wonders if systems of shared facilities between 
adjoining authorities could not be developed with 
advantage. 


Dirty Walls in Hospitals 


A LETTER to The Lancet (January 10) by Mr. Stanley 
Way of Gateshead described how, in an attempt to ger 
clean walls in a hospital, he was driven to writing ‘Dir 
is Dangerous’ with his finger 
on the grimy walls; the words 
were smeared out and _ the 
smears remained for 10 days, 
Eventually he was observed 
by a member of the hospital 
administrative staff taking a 
photograph and_ something 


Avery Jones of the Central 
Middlesex Hospital enters the 
correspondence; he claims that 
it is not due to lack of diligence 
on the part of the hospital 
authorities that such dirt re 
mains, but because only skilled 
painters are allowed to wash 
paintwork. Dr. Avery Jones 
draws attention to the curious 


tions and individuals and the 4 54-year-old man who underwent a proton-beam brain operation discrepancies between the con- 
mental hospitals themselves. performed by Professor Svedberg at the Gustaf Werner Institute stant cleaning and _ polishing 
The Minister claimed that the /7 Nuclear Chemistry, Uppsala, Sweden, was conscious all the of the floors and the state of 


Bill’s provisions were in line 
with contemporary thinking 
and medical and social advances and simpler than the 
legislation which they replaced. His speech showed how 
carefully the effort had been made to safeguard the 
liberty of the subject while at the same time endeavour- 
ing to protect the public. He said that he had resisted 
the suggestion that there should be a final appeal to the 
Minister against the decisions of the tribunals. But Mr. 
Walker-Smith had thought that if a judicial finding 
could be overridden by an administrative decision, it 
would weaken public confidence in the new procedure. 
One of the most important considerations for those 
engaged in the health services is evidently the fact that, 
by removing the need for designation, any hospital is 
empowered to admit patients. suffering from anv form 


time. The professor is seen with the cyclotron used for radiation. 


the walls above arm level and 

| concludes that the safety of 
patients is being jeopardized by restrictive trade union 
policy. Intervrewed on television Dr. Avery Jones and 
a representative of one of the painters’ unions discussed 
this matter. The official said that his concern was with 
union members, not with the health of the public in 
hospital. 


Distribution of Nursing Staff 


THE PRESENT DISTRIBUTION of nursing staff is unsatis- 


factory and not in the best interests of the service as a 
whole; for example, in London teaching hospitals 
there are 99 nurses to 100 beds; in the regional hospital 


board hospitals there are 60.4; and these two cate- 


was done about it. Now Dr. 
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Switching off a respirator ts always very 
difficult after a patient has depended on tt 
for a long time; to distract his mind from 
his breathing, Queen Mary’s Hospital, 
Carshalton, included 13-year-old Peter in 
. an outing to the London Coliseum. Peter 
enjoyed the show so much that he forgot he 
was breathing on his own. 


gories have 64.5 and 
96.5 student nurses 


tively. These figures 
and the above con- 
clusion are contained 
ina report of a sub- 
committee appointed 
by the National Consultative Council on the Recruit- 
ment of Nurses and Midwives (NCC 17, circulated with 
HM (59) 9, by the Ministry of Health). The onus is 
laced on the hospital authorities themselves to rectify 
uneven distribution and to remedy local shortages by 
intensive study of working conditions and vigorous 
measures to correct deficiencies. The Consultative 
Council rejects any solution which would unduly restrict 
the freedom of the nurse to work in hospitals of her 
choice. It is recommended that some of the teaching 
hospitals should undertake to train fewer student nurses 
and should create a better balanced nursing team by the 
employment of more enrolled assistant nurses and 
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nursing auxiliaries; also the wider grouping of hospitals 
for nurse training purposes should help procure a better 
distribution of staff; that a wider extension of training 
facilities of enrolled assistant nurses would promote a 
better distribution. (Further details next week.) 


Making Midwifery in Hospitals More Attractive 


Extracts from the report of a subcommittee appointed by the 
National Consultative Council on the Recruitment of Nurses 
and Midwives. 

1. In the view of the subcommittee maternity hos- 
pitals generally employ insufficient auxiliary and do- 
mestic staff, consequently trained and pupil midwives 
spend too much time doing work which should be done 
by others. Enrolled assistant nurses, nursing auxiliaries 
and ward orderlies for non-nursing duties'could all be 
employed to help the situation. Nursery nurses, for 
example, could look after babies in maternity hospitals. 
The auxiliary nursing staff should be under adequate 
supervision so that there is no risk of their performing 
duties which are statutorily reserved to trained mid- 
wives and pupils. 

2. The system by which the midwife works all the 
time in one unit of the hospital and sees the patient only 
at one stage of her confinement is regarded as a major 
deterrent against adopting hospital midwifery as a 
career. It is highly desirable that midwives should have 
responsibility for individual patients and should main- 
tain this responsibility throughout their hospital 
visits. Although conditions often militate against this 
arrangement, in the opinion of the subcommittee it 
should be adopted and be provided for in planning 
future maternity hospitals. 

3. Midwives should have adequate opportunity for 
the practical teaching of pupils. Although separate 
study days have certain advantages, the arrangements 
should not deprive the ward staff of the opportunity of 
keeping in touch with the pupils’ training; the pro- 
gramme should be planned so as to correlate theory 
and practice. 

4. Pupil midwives should have an adequate intro- 
duction to the programme of studies and to practical 
midwifery so that they can understand the reasons for 
what they are doing. 


5. The subcommittee considers it essential that all 
student nurses should receive guidance and help in 
planning their careers, in the early part of their train- 
ing. Someone, preferably a trained midwife, should 
explain to the students not later than the second year of 
their general training what is entailed by a career in 
midwifery. 

6. The inculcation of the right mental attitude to 
patients, to their relatives and to colleagues and pupils 
should form part of the midwife’s training and would 
greatly enhance her enjoyment of her work. 

7. Close attention should be given to the mental and 
physical needs of the pupils and their personal reac- 
tions. This is the responsibility of the midwife tutor and 
it should not be overlooked in her training. 

8. Pupil midwives should be encouraged to complete 
their training and be given guidance in planning their 
careers. | 

9. Pupil midwives are all over 20 years of age. They 
should be treated as responsible adults and not be sub- 
jected to unnecessary restrictions when off duty. 

10. The subcommittee was impressed by the fact that 
midwives who are not State-registered nurses practise 
midwifery for considerably longer periods than those 
who are registered nurses, and recommends that facili- 
ties for training for women who have no nursing quali- 
fication and also for enrolled assistant nurses should be 
widely extended. At present the midwife who is not 
a trained nurse has few opportunities for promotion 
and the subcommittee feels this is a matter for careful 
consideration both by the hospital and the local health 
authorities. 

11. A majority of the subcommittee was of the 
opinion that the shortage of midwives may be due 
partly to the inadequate salary and the limited scope 
for promotion and suggested that remedies should be 
considered. 


|| 

iNister 
wel. 

loca 
O this 

: the 

that 

tern. 
ween 

with 

tals 
anley 
‘Dirt 

gers 

ords 

the 
lays, 

ed 
Dital 
1g a 

ing 

Dr. 

tral 

the 
that 
nce 
vital 

re- 
lled 
‘ash 
nes 
ous 
on- 
ing 

of 
ind 

of 
ion 

nd 
ed 
ith 

in 

ff 

als 

al 

e- 


126 


Nursing Times, January 30, 1959 


Mitral Stenosis with Aortic and 


other Emboli 


V. B. HAWKINS, Staff Nurse, 


South Devon and East Cornwall Hospital, Greenbank Road, Plymouth 


on March 15 as an emergency with suspected left 
renal colic. 

On admission her temperature was 99.2°F., pulse 128, 
respirations 24, blood pressure 140/84. The patient was 
frail-looking, nervous, but co-operative and complained 
of continuous gnawing pain down the left side of her 
abdomen. The pain started in her back 24 hours pre- 
viously, and she had never had it before. She had vomit- 
ed once before admission. She was habitually con- 
stipated, and her tongue was dirty but moist. 


On examination the radial pulse was 120 per minute 
with extra systoles present, but no obvious murmurs 
and no oedema. The respiratory system appeared 
normal. The abdomen was tender down the left side 
and in the left renal angle. Bowel sounds were present 
and rectal examination revealed nothing abnormal. 

A ward urine test showed acetone and albumen 
present, and a catheter specimen was obtained for 
pathological laboratory testing. The report showed a 
very heavy deposit of amorphous urates and very 
occasional leucocytes. The culture showed a scanty 
growth of micrococci. 

March 16. 1.45 a.m. Intramuscular pethidine, 100 
mg., was given for pain. During the morning the patient 
appeared breathless and cyanosed, and her pulse was 
very irregular. The chest was re-examined and the 
right base found to be moist and dull to percussion. 
Intramuscular penicillin, ] mega unit, was given at once, 
then 500,000 units twice daily for five days. Strepto- 
mycin, lg., was also given, and 0.5 g. continued twice 
daily for five days. 10 p.m. T. 102°F., P. 104, R. 24. 
Soneryl, gr. 3, was given at night. X-ray of chest showed 
that the heart was enlarged and of mitral configuration. 


N WOMAN aged 65 was admitted to a surgical ward 


X-ray of abdomen showed two opacities over the left _ 


kidney and one above the right sacro-iliac joint. These 
were thought to be stones. 


March 17. 6 a.m. T. 100.6°F., P. 120, R. 22. Pulse 
irregular. Haemoglobin report 90%. White cell count 
15,500 per c.mm. 10 p.m. T. 99.4°F., P. 100, R. 28. 
Soneryl, gr. 3, was given. 


Auricular Fibrillation 
By March 19 her condition had improved, but her 


pulse was still irregular. There was some fibrillation in | 


the afternoon. Tab. digoxin, 1.25 mg., was given im- 
mediately and then digoxin continued six-hourly. 

Next day the patient complained of nausea and 
vomited three times; digoxin, 0.5 mg., was continued 
six-hourly. Antibiotics were discontinued. 


March 21, She vomited once in the morning and com- 


plained frequently of nausea. Digoxin was discontinue 
for 24 hours, and was then to be given again on a maip. 
tenance dose of 0.25 mg. twice daily. 

March 23. The patient was making good progress and 
started to get up. Digoxin, 0.25 mg. twice daily, wa 
started again. 

March 26. The patient’s chest was clear on examina 
tion but an electrocardiograph showed a fibrillating lef 
ventricle with digitalis influence. The patient was very 
nervous over this procedure. Digoxin was continued, 

March 29. The radial pulse was 60 per minute with no 
fibrillation and therefore digoxin was stopped. The 
patient was up and about the ward. 


March 31. An enema saponis was given, with a good 


result, in the evening prior to an intravenous pyelogram 
the next morning. The result of the pyelogram was: 
“‘Both kidneys function. No lesion is seen on the right, 
In the left kidney there are some calcifications or stones 
in the cortex. The opacity above the right sacro-iliac 
joint is not within the urinary tract, and is due to 
glands. The bladder outline is not well seen. Note—the 
sacro-iliac joint shows evidence of extensive arthritis 
which looks more degenerative than defective.” 


Aortic Embolectomy 


Apnil 2. 6 a.m. T. 97.4°, P. 92, R. 20. The patient's 
condition continued to be satisfactory until 1.45 p.m. 
when she complained of sudden acute pain in both legs 
from the hips downwards on getting out of bed to go 
to the toilet. On examination the patient was very 
apprehensive and perspiring freely. Her radial pulse 
was 140 per minute. Both legs were cold, pale, mottled 
and pulseless. There was loss of sensation in both legs. 
A diagnosis of a saddle embolus at the junction of the 
aorta with the common iliac arteries was made. 2.50 
p-m. An injection of morphia, gr. §, with atropine, gr. 
Zoo, was given. At 3 p.m. intravenous papaverine, gr. |, 
was given, and at 4 p.m. the patient was taken to the 
theatre where an aortic embolectomy was performed 
under a general anaesthetic. A corrugated rubber drain 
was inserted down to the aortic suture line. The cys- 


terna chyli was accidentally divided during the opera- | 


tion and there was some chyle draining. 
Leg Pulses at the 


end of operation Right Left 

Femoral Present Present 
Popliteal Present Present 
Anterior tibial Absent Present 
Posterior tibial Present Present 
Dorsalis pedis Absent Present 


An intravenous transfusion was started in the theatre 
| 
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D nd one pint of blood was given. The infusion was con- 
‘ed on return to the ward with isotonic glucose 
jine. On her return the patient’s general condition 
as fair; radial pulse 120 per minute and blood pres- 
wre 150/90. Her blood pressure and pulse were re- 
orded half-hourly during the night. Extra warmth 
as supplied to the right leg by means of an electric 
blanket. Sips of water were given and digoxin, 0.25 
ng., was started again at 12 midnight. She passed urine 


tinuedffpormally in the morning. 


mat April 3. Condition of Legs 
ss anjy Right. Colour mottled and mauve especially on the 
; Wa anterior aspect of the thigh and foot. Warm to touch 


but it was not possible to feel the popliteal, posterior 
tibial or dorsalis pedis pulses. Slight voluntary move- 
“Bment was present with some sensation. 

Left. Colour, temperature and sensation were all 
normal. All pulses were felt and almost full movement 
was possible. 

12.15 a.m. Intramuscular pethidine, 100 mg., was 
given for pain. The patient vomited twice during the 
arly morning. 6a.m. T. 99.2°, P. 120, R. 24. The 
intravenous infusion was discontinued after the second 
pint, and fluids were given orally. Intramuscular 
‘Bpethidine, 100 mg., was repeated at 8.55 a.m. for pain. 
ight During the morning a bed cradle was placed in position 
over her legs and the bottom of the bed kept open as 
her legs were now warm. The half-hourly pulse chart 
was continued. Her pulse was irregular and fibrillation 
was present. Blood pressure was recorded two-hourly. 

6 p.m. T. 100.6°, P.126, R. 26, blood pressure 122/64. 
Some haematuria was present in an evening specimen 
of urine. Digoxin, 0.25 mg., was continued six-hourly. 
Soneryl, gr. 3, was given at night. 


nts April 4. Condition of legs. 

leg The right leg was not so discoloured and sensation 
go YS improved. The patient was able to wriggle the toes 
ery of both feet and partially flex her right leg. Movement 
ise 2 the left leg was almost normal. 

Next day the patient’s general condition was improv- 
gs, ing. The drain in the wound was shortened. Movement 
the § 22d sensation in her legs continued to improve. Digoxin 
50 Was continued. 

or, 6 am. T. 99.8°, P. 100, R. 22. The patents 
“|, general condition remained much the same. Her pulse 
he § te was recorded hourly and blood pressure four- 
eq | lourly. Oral fluids were taken well, and she passed 
urine normally. 6 p.m. T. 100.2°, P. 96, R. 20, blood 
pressure 132/70. Digoxin, 0.25 mg., was ordered twice 
daily, and Soneryl, gr. 3, at night. 


April 6. Condition of Legs 

Right. Warm and normal colour except for mottled 
patch on the anterior middle part of thigh and the tips 
of the second and third toes which remained blue. The 
sensation was improved. 

Left. Normal colour, movement and sensation. 
Improvement was maintained. The drain from the 
wound was shortened; digoxin continued. Soneryl, gr. 
1}, was given at night. 
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April 7. The patient had a comfortable day, and her 
general condition continued to improve. The drain was 
shortened and the clips removed from her wound. There 
was increased movement in both legs. Digoxin was con- 
tinued. Soneryl, gr. 14 was given at night. 


April 9. The patient was lifted out of bed into a chair 
while her bed was made. General gentle physiotherapy 
was started to the lower limbs. Digoxin was continued. 

On April 12 sutures were removed from the wound 
which was well healed. Post-operative convalescence 
continued uneventfully until April 20, when small 
blisters developed around the base of the first, second 
and third toes of the right foot. The patient did not 
complain of any pain or discomfort. Increased volun- 
tary movement was possible in her right leg. 

6 p.m. T. 99.8°, P. 82, R. 20. The patient’s tempera- 
ture was raised in the 99-100°F. range over the next 
two days for no apparent cause. Her chest was clear on 
examination and her urine showed no abnormality. 


Further Emboli 


April 23. The patient was comfortable until 12 mid- 
day when she complained of a sudden feeling of numb- 
ness in both legs after using a bed-pan. She was again 
perspiring freely and very anxious. There was some, 
fibrillation present. Her right leg was blue and mottled 
from the groin downwards, while the left leg was normal 
above and blue below the knee. There was a lack of 
sensation from the knee downwards in both legs. All 
pulses were absent from the right leg, and no pulse 
other than the femoral could be detected in the left leg. 
Anticoagulant therapy was started, the patient’s initial 
prothrombin index being 79%. : 

12.45 p.m. Intramuscular heparin, 7,500 units, 
and oral Dindevan, 100 mg., were given at once. Oral 
Largactil, 25 mg. to be given twice daily, was begun. 

6 p.m. T. 99°, P. 96, R.20. Prothrombin index 73%. 
Intramuscular heparin, 5,000 units, and oral Dindevan, 
100 mg., were given. The anticoagulant therapy was 
continued, and the dosage controlled according to the 
daily prothrombin index. 


April 28. Both legs were warm above the knee but 
cold and blue with no sensation below the knees. The 
patient’s chest was again congested, and her urinary 
output was poor. A burning sensation was present on 
micturition. Specimens of sputum and urine were sent 
for culture. Sulphadimidine, 3 g., was given and 1 g. 
continued six-hourly. The digoxin, 0.25 mg., and 
Largactil, 25 mg., were continued twice a day. Din- 
devan was given according to the prothrombin index 
which was 28% on this day. 

Over the next few days the patient’s general con- 
dition gradually deteriorated. She became confused and 
semi-conscious which was thought to be due to cerebral 
emboli. Her blood urea rose to 245 mg./100 ml. of blood 
on May 2. Her urinary output was very poor, probably 
due to emboli of the kidneys. 

On May 4 the patient died. The causes of death were: 

(1) cerebral emboli; auricular fibrillation; mitral 

stenosis ; 


(2) gangrene of the lower legs. 
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What’s Wrong with the Health Service? 


- by A HOSPITAL CONSULTANT 


FTER 10 YEArs of the health service the great majority of 
doctors still believe in the ideals which inspired it. It 
is only fair to say that some progress has been made 
towards these ideals. But I believe that most doctors 

are disappointed with the way the Service is administered. 

Much could be said for and against the system in the field 
of the general practitioner, but in this article I am confining 
myself to the environment I know so well—the hospital. 
And here I am going to stick my neck out and say quite 
bluntly that the service is being slowly strangled by 
bureaucracy. | 


The Chair-borne 


A vast tier of lay administrators totters above the doctor’s 
head sitting in comfortable offices and harassing him as he 
goes about his work of healing the sick. There are layers and 
layers of committees, ranks of statistic hunters and form pro- 
ducers and droves of economy specialists. 

They may all be well-meaning, nice people who believe 
they are doing a good job of work. I have nothing against 
them except that they know nothing about medicine and 
nursing and most of them are unnecessary. And the prob- 
lems they tackle cannot be solved except by doctors and 
nurses. 

The cost of the Service steadily increases in direct relation 
to the number of economy experts whose sole job is to cut 
costs (extension of Parkinson’s Laws). 


Economizing 


The time has come to declare that the way to economize 
is to dispense with the economizers. As officials increase the 
numbers of essential hospital staff steadily decline either 
because they have been economized out of existence or be- 
cause the pay is so mean that recruits cannot be got. 

We are short of nurses, physiotherapists, pathology tech- 
nicians and many other people in the ancillary services. We 
are short of porters. But we are not short of the admini- 
strators, who practically did not exist before the Heal 
Service. | | 

As a younger man when I was acting as a medical super- 
intendent, administrative duties took me an hour’s work 
every morning. Now the same hospital has six whole-time 
officials. Of course the work has multiplied. It always does 
if there are people to do it. There are catering officers who 
don’t buy food but merely work out menus. Food is almost 
always bought by group supply officers. ‘They are supposed 
to be experts at buying everything else a hospital needs, too. 

There are lots of people who collect useless statistics. They 
draw up elaborate tables showing ‘bed through-put’ which 
is the number of patients who pass through a bed in a given 
time. They work out the ‘vacant bed day rate’ and the 
‘percentage bed occupancy’. 

It sounds most important and means nothing except that 
it gives some official a reason to point out to a hospital con- 


The Medical Services Review Committee, set up to review 
provision of medical services to the public . . . in the 
light of 10 years’ experience of the National Health 
Service’, invited the views of members of the public, 


A hospital consultant’s opinions, published in ‘The Star 
of January 19, are reprinted by courtesy of the editor. 


sultant that his ‘bed through-put’ isn’t as high as that d 
another hospital. 


24 Hour Service 


A hospital runs 24 hours a day. The resident doctors ; 
always on call. There are always nurses on duty. The chair 
borne laymen normally work from 9 to 5 five days a week 
and from 9 to 12 on Saturdays. But in that time they are 
able to show the doctors and nurses how to save a lot of 
pennies. They don’t always win their case. Doctors ani 
nurses sometimes run the risk of reprimand to give thei 
patients what they think they need. The fact is that the 
officials lack the knowledge as to what item it is safe to 
economize on. | 

Take food. It costs about 28s. a week to feed a patient, 
but I say without fear of contradiction that patients, doctors 
and nurses are not nearly so well fed now as they were 
before 1948. 

Take supplies. In the old days if I wanted some instn- 
ment or appliance I went to the medical superintendent 
and asked for it. He said Yes or No. Nobody in a hospital 
says Yes or No nowadays. 

In the old days the hospital pharmacist would just go out 
and buy something urgently needed if he got the OK. Not 


now. 


Tale of a Sphygmomanometer 


Let me tell you the tale of a sphygmomanometer—a 
simple little instrument with which we take your blood 
pressure. Suppose one is broken or worn out and we waata 
new one. First thing is to fill in a form in triplicate. It is sent 
to the lay hospital secretary, who passes it to the medical 
staff committee. If approved it goes to the hospital house 
committee consisting of laymen and doctors who meet once 
a month. If approved the request is then passed to the 
finance and general purposes committee of the hospital 
management committee which controls a group of hospitals. 
More delay. If approved by the finance and general purposes 
committee it goes to the hospital management committee. 
If approved by them it goes back to the house committee. 

I should be lucky to get my sphygmomanometer in five to 
six months. Meanwhile one ward will have been borrowing 
from another. I once ‘ordered’ bathroom scales to weigh my 
patients. After 44 months the request was turned down on 
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the ground that the machine specified was ‘not sufficiently 
accurate’. 

Doctors who used to solve problems on the spot now 
send a great deal of time filling up forms which are non- 
gnsical because they bear no reference to reality. The 
energy and care which the doctor should spend on his 

tients is now seriously dissipated in fighting a running 
battle on behalf of his patients against absurd regulations 
and admonitions from officialdom. 

A constant complaint of outpatients is about delay and 
long waiting. This is almost entirely caused by official 
economy measures. It is often much worse than before the 
health service. The appointments system is Ministry of 
Health policy. Unfortunately it breaks down into chaos in 
many hospitals because there are not enough appointments 
clerks, radiographers, physiotherapists or ambulances to 
keep the system running smoothly. Often this means that 
the doctors’ time is wasted too. 

Or a disabled person brought to outpatient clinic at the 
right time has to wait for hours for an ambulance to take 


Ward Allocation 
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him back. 

Then of course there are far too many péople who are 
referred to hospital. This is because of a psychological im- 
passe between general practitioner and patient. ‘The patient 
knows he pays a lot for the health service and if he is ill he is 
inclined to think he should have his money’s worth. So he 
insists on seeing a specialist at hospital and it is a very 
courageous doctor who dares to refuse him even if he believes 
a specialist opinion is entirely unnecessary. No GP can afford 
to get a reputation for refusing what the patient demands. 


Compensation 


And at hospital no doctor can afford the risk of refusing 
an X-ray even for a trivial injury. Why? If trouble resulted 
years later the doctor might be sued. And in addition a 
doctor is not infallible and knows it and an X-ray might 
help him to make a 100 per cent. correct diagnosis. 

So it goes on. The doctor is no longer an authority in his 
own profession. He is a cog in a creaking administrative 
machine. 


NURSING ADMINISTRATION 


MARGARET E. BROADLEY, S.R.N., S.C.M., D.N.(Lond.), 


lately Assistant Matron, The London Hospital, E.1 


N THE ALLOCATION of student nurses the aim is two- 
Jia: first, to provide the student with a sound, 

practical training—she should have experience in 
every type of work available and, in addition, learn, 
under supervision, to accept increasing responsibility; 
secondly, and equally important, the student staff have 
to be allocated throughout all wards and departments, 
each, according to its requirements, having students in 
the first, second and third years of their training. Un- 
questionably, good allocation is a factor in prevention 
of wastage. 

Good records are essential. For the student, there 
must be a record of the time spent in each ward and 
department, on day and on night duty. This record 
should include accurate dates of any sick or special 
leave, also of holidays. It is helpful if this and everything 
that has any bearing on the student’s training can be 
incorporated on one card. This is used for reference 
purposes and, if occasion arises, in discussion with the 
student. 

From the staffing angle, there must be a day-to-day 


record of the staffing position, preferably summarized 


on a single sheet of paper so that one can see at a glance 
where help is available or required. ; 

The sister in charge of allocation must have had wide 
experience as a ward and night sister, and possibly 
also be a tutor. While never losing sight of the patient 
as the first consideration, she must, on the one hand, 
know the ward sisters and have a real understanding of 
their problems, and on the other hand be in sympathy 
with the students and approachable by them. It is 
essential that she have access to the wards, and her 
relations with the tutors must be good. 


In theory, allocation could be worked out three 
years ahead. In practice, sickness and wastage might 
well make subsequent staffing difficult, and it is better 
that each student should be given individual considera- 
tion rather than stereotyped experience. 

From the records a weekly list should be compjled of 
student nurses due to move. Their allocation can be 
planned several weeks ahead. The places from which 
nurses are due to move are not always suitable for those 
available, who may have had that particular type of 
experience, or be more junior or senior than is needed. 

Ideally, there would be a ‘pool’ from which nurses 
could be drawn in emergency, whether stress of work 
or unexpected depletion of staff. In these circumstances, 
in fairness to the ward sister whose care of the patient 
must continue, every effort should be made to find a 
nurse who will be of real help. Staffing, in fact, comes 
first. 

The first allocation should be done jointly by matron, 
tutor and the sister doing allocation. If the wards are 
visited during the preliminary training school period 
each student should go to the ward where she will 
subsequently spend eight weeks. | 


Avoiding Wastage 


The move from first to second ward is a point at 
which wastage can and does occur. This move should 
be planned after matron has received the first ward 
report. Students should move on a day convenient to 
the new ward sister, when she will have time to devote 


to them. 
Wastage also occurs when the student first goes on 
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night duty. When possible this should be postponed 
until late in the first year. A list of friends, compiled by 
the set themselves, so that friends can begin night duty 
together, is helpful. When feasible the student should 
spend the first few weeks of her night duty in the ward 
where she has been working on day duty. Sometimes 
she may spend the last 10 nights of the eight weeks in 
her first ward on night duty. She enjoys this and much 
subsequent fear of the unknown is removed. 

All students should have special experience such as 
theatres, gynaecology and nursing of sick children. ‘This 
should be arranged when they are sufficiently senior to 
derive the maximum benefit from it. To ensure that all 
may get such special experience, the length of time that 
can be given must be worked out. For example, assum- 
ing the theatres have 10 student nurses for eight weeks 
each: 

52 (weeks in year) x 10 + 8 = 65 
Sixty-five students will pass through the theatres in a 
year, probably slightly more as a few will be found 
totally unsuited to theatre work. If the number requir- 
ing the experience is greater, either the length of time 
must be decreased or the number of student nurses in 
the theatre increased. 

To avoid any student having only night duty exper- 
ience of special work such as gynaecology, it is possible 
to arrange that each student works on both day and 
night duty, for example, six weeks’ day duty and one 
to two weeks’ night duty. 

Holidays may be arranged either two wecks every 
six months or three weeks after nine months. The 
student should know the dates of her holiday a long 
way ahead. She should clearly understand that these 
dates can only be changed by arrangement with a 
contemporary who has the dates required. 

Stability in daily and weekly off-duty time is essential. 
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This should be worked out at least two weeks ahead| 
the ward or departmental sister and checked by th 
sister doing allocation. Only with matron’s permissiq 
should days off, once arranged, be changed. 

Every effort should be made to avoid any studey 
nurse being out of the wards, or away from the paren 
hospital, for too long a period. For example, theaty 
and outpatient experience should never be given cop. 
secutively. The student should return to the paren 
hospital on completion of experience away from jt 
rather than go on to another unit. 

The sister who does allocation will find that she get 
to know all the student nurses and their records, in 
addition to any special points regarding their back. 
ground or health. This is an aspect that the students 
themselves sometimes fail to appreciate. Requests for 
special off-duty time should be dealt with as sympa. 
thetically as possible—but there was one nurse who 
was most surprised to find her request for a day off for 
her own 21st birthday queried. It had not occurred to 
her that anybody would remember that this had been 
given to her six months previously when she wa 
actually 21! 

The allocating sister is also responsible for seeing that 
all ward reports are sent to matron and arranges for 
matron to see students as necessary. 

Before completion of training matron sees each 
student to discuss her future. This may affect her final 
allocation. In addition, the tutor may consider certain 
experience vital at this stage. 

Allocation resolves itself, not only into a ceaseless 
struggle between staffing and training, but into a 
human jigsaw puzzle that never reaches completion. 
If one of the more demanding, it is also one of the more 


fascinating posts in the hospital hierarchy. Certainly 


it is one of the most rewarding. 


‘My true account. . 


‘My True Account’, a 16 
mm. film, traces the his- 
tory of infection through 
the ages; 3,000 years ago 
gastro-enteritis killed in- 
fants in the Sudan; in 
Vienna 100 years ago 
Semmelweis revolution- 
ized obstetric practice 
and today cranial surgery 
can only be carried out 
: under the strictest aseptic 
precautions. The film 
- can be borrowed from 


Milton Antiseptic  Lid., 
42-46, Weymouth  Strett, 
London, W.1. 


Two stills from the film showing (left) neuro-surgery in progress at a 
London teaching hospital, and (right) the preparation of a feed. 
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Letters to the Editor 


The editor welcomes readers’ letters, which should be addressed to her 
at Nursing Times, Macmillan and Co. Ltd., St. Martin’s Street, London, 
W.C.2. (WHI 4757/8/9). Names and addresses need not be published 


but must be given. 


NURSE TRAINING SCHOOLS 


Mapam.—lIn Talking Point of January 16, Wrangler says 
the General Nursing Council intends that only hospitals of 
300 beds and over should be the general training schools of 
the future. Perhaps if I were a really assiduous reader of the 
Nursing Times I should not need to ask—but what is to 
happen to all the rest? Are they to be turned into training 
schools for assistant nurses, and if so how is it proposed to 
get enough trainees to staff them? Is not this grade of staff 
already in very short supply ? Is it proposed to drop ‘assist- 
ant’ from their title, and to make this the training of the 
majority of girls wishing to be nurses, and keep the pre- 
sent general training for those with educational quali- 
fications high enough to enable them to cope with the 
curriculum with ease? 

This would seem to be a logical idea since sufficient num- 
bers of girls with GCE qualifications are not attracted into 
the work at present. But since the number of hospitals 
affected by this change would be quite large, would we then 
have enough fully trained nurses produced to provide all 
the ward sisters, health visitors, etc., of the future? 

I think many of us would welcome a statement of current 
thinking on these matters from the GNC. 

Another point that occurs to me after reading the letter 
from Sister Tutor in the same issue is the textbook pedantry 
of some of the GNC examiners. Admittedly I am only a 
surgical ward sister, but I could not tell you why a patient 
with typhoid fever should be lifted and not rolled, or why 
he should not have two pillows if he feels more comfortable 
that way. 


London. 


WARD SISTER. 


TRAINING NURSE TUTORS 


Mapam.—I would like to thank Wrangler for spotlighting 
the confusion that seems to exist regarding the training of 
nurse tutors. Referring to sterilization methods and surgical 
dressing techniques it is suggested, in your issue of January 
16, that post-registration courses should “‘concern them- 
selves with improving our knowledge and practice of these 


simple, but very basic matters” and that we then might 


return to sociology and philosophy. I would have thought 
that all courses for tutors did include bacteriology and in- 
fection; but, in any case, why cannot the recommendations 
of the Medical Research Council be accepted as the basis 


for practice? If candidates for teaching do not already 


possess a knowledge of simple, basic procedures and are 
unable to translate instructions when given clearly in 
printed form, should they be accepted for a so-called post- 
basic course ? 

_Lack of information is not the only reason for poor tech- 
nique. The Nuffield Report on sterilization practice stresses 
the need to define responsibility, pointing out that ‘‘ What 
Matters is the attention given to detail and the way pro- 
cedures are applied. As always, the human element decides 
the quality of the service given.”’ A ward sister or tutor may 
be a knowledgeable and faultless technician, but the know- 


131 


ledge which she passes on to her 
students and the use which they 
make of it must always depend 
on the concept which each in- 
dividual has of her own respon- 
sibilities. I know nothing of the 
ethics of Spinoza, but the Inter- 
national Code of Nursing Ethics 
states that nurses must maintain 
at all times the highest standards 
of nursing care and professional 
conduct. Perhaps if a little basic ethics was used as a catalyst 
along with our basic knowledge of things like sterilizers and 
Cheatle forceps the efficiency of our service would be 
improved. 

Wrangler asks if tutor training is ‘supposed to compensate 
for the deficiencies of a general education.’ In Scotland, 
the same standard of general education is required of tutor 
students as of university undergraduates. But Wrangler also 
suggests that post-registration courses for nurses should in- 
clude instruction in basic procedures. If qualification for 
university entrance indicates a deficiency in general educa- 
tion, and the General Nursing Council accepts nurses for 
registration who have a poor knowledge of basic nursing, 
then we apparently, as yet, have no such thing as a post- 
basic course. 

To question whether a course in English literature or 
social anthroplogy makes better tutors or better men and 
women seems to assume a dangerous dichotomy. Providing 
that they do have a good knowledge of the subjects they 
propose to teach, with instruction and practice in teaching 
methods, should not better men and women also make 
better teachers? What is the use of knowledge which does 
not produce an awareness of responsibility ? 

We hear a good deal about the need for integrated nurse 
education. Who is to ensure that they get it if the people 
who teach nurses have themselves received a lop-sided 
training? The Edinburgh Nursing Studies Unit is at least 
one place where a courageous attempt is being’ made to 
achieve a balance between the things which nurses like to 
call ‘practical’ and the things which concern us as men and 
women. As one of its ex-tutor-students I am grateful for the 
opportunities it provided. If, in spite of its efforts, I remain 
unbalanced, disintegrated and deficient, that is no doubt 
due to the fact that my human element is resistant to 
education. 

A. LANCASTER. 
Aberdeen. 


SOME THOUGHTS ABOUT DYING 


Mapam.—I read with interest Miss Margaret Burnett’s 
article ‘Some Thoughts about Dying’ in the Nursing Times of 
January 16. It raises the question, what does a nurse think ? 
Well over 40 years ago, when a junior probationer in a large 
and very busy hospital I, as a young nurse in training, after 
recovering from the initial shock of seeing my first death, 
began to think about the feelings and thoughts of the 
patient before death. Here was I helped by talks with our 
hospital chaplain. 

In those days the ward sister was always in close touch 
with the chaplain and patients’ relations did not associate 
his bedside visits with death, even although this might be a 
foregone conclusion. The seriously ill patients, by talking to 
the chaplain, lost their sense of loneliness and fear of the 
unknown and indeed, in cases of great physical suffering, 
when doctors and nurses had done all in their power, the 
‘man of God’ came to minister and to bring hope to the 
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patient and to his or her relatives. 

Now I am retired, I often meet people who are lonely, 
old, helpless or very ill. When I suggest that I might ask the 
priest or minister to call, the answer so often is ““But I am 
not going to die, am I?”’ Does it not seem that ‘visitation of 
the sick’ is not fully understood ? | 

Surely it is when we have our full faculties that we need 
to prepare for the life to come, to obtain spiritual comfort 
and advice. The Church is always ready to help when called 
upon either at home, in hospital, in a nursing home or old 
folks’ home, and the nurse can play her part by remember- 
ing the needs of the soul as well as the mind and body of 
her patient. 

S.R.N. 
Cornwall. 
(More letters on page 148) 


SHORTER PLEASE! Letters often have to be held over for lack of space 
—so could you make them as short as possible please? 
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Patients’ Call System at 
Preston Hospital, North Shields 


TYNEMOUTH Hospirats League of Friends have agreed ty 
install a patients’ call system in each of the 10 wards a 
Preston Hospital, at an approximate cost of £100 for eac) 
ward. One ward has already been fitted with this equip. 
ment and the system is proving most satisfactory and greatly 
assists the staff in their duties. 3 

A bell push is installed above each bed with a signal light 
at each side of the entrance to the main wards and outside 
each single- and two-bed ward, and a buzzer outside the 
ward duty room. When a patient requires attention and the 
nursing staff are not within calling distance, the bell push 
can be operated, the indicator light automatically goes on, 
and the buzzer sounds outside the ward duty room. The 
nurse can then see at a glance the location of the patient who 
is calling. The indicator light stays on until it is reset. 


TALKING POINT 


WHEN I waAs IN TRAINING it used to fascinate me to see 
the different responses that one nurse would evoke from 
the three groups of people with whom she was in most 
direct contact, the patients, her fellow nurses and her 
superiors, especially the ward sister. Equally interesting 
was the fact that the criteria each group had of a good 
nurse was different. 

The patients wanted comfort, care and attention, but 
not too much washing and tidying; a little peace and 
far fewer interruptions. They seemed to need either 
mothering or filial devotion. The nurses themselves de- 
manded of their fellows above everything else speed. 
_“She’s all right, but she’s so slow”? was the familiar wail 
as they rushed from sinkroom to sluice and from 
kitchen to cupboard; “‘What does she do all the time ?”’ 
Speed seems a reasonable quality to demand from a 
fellow-worker, but it is not necessarily the criterion of a 
good nurse. The second thing that nurses look for in 
each other is the helping hand at the right time. 

What does the ward sister ask of a nurse? First that 
the work should be done and should be done efficiently 
and that the patients should look cared for and the 
ward tidy. Often, alas, superimposed on this are a 
number of personal foibles, which must be pandered 
to if the nurse is to be an acceptable member of the 
ward team. These vary from perfectly reasonable wishes 
(“I will not have anyone borrowing anything from an- 
other ward’’) to quite extraordinary personal idiosyn- 
cracies such as feeding and watering the budgerigar. 
Provided the ward sister keeps these whims within 
_ reasonable limits most nurses are prepared to tolerate 
such eccentricities, but when they become obsessions, 
then life becomes difficult for everybody. 

Not only must the work be done, but it must clearly 
be seen to be done. This means that, to be a good nurse, 
you must never appear to be idle, never sit down and 
never stand still doing nothing. The proper activities 
are either standing with the feet apart and the hands 
clasped behind the back (feeling rather like a gun dog, 
pointing) or hurrying from one end of the ward to the 
other, always carrying something. The nurse, as she is 


sometimes reminded even in 1959, is not there to 
think. | 

As one ascends the hospital ladder it is interesting to 
note how one’s own attitude changes. As a junior nurse 
I could never understand how a sister’s mood could 
apparently change in a fraction of a second—smiling 
with genuine sweetness at an ill patient one moment 
and whirling round and snapping a nurse’s head off the 
next. Later I found myself doing exactly this. As far as 
I am concerned I suspect it was because my anger was 
directed at the nurse for destroying a mental image of 
a calm and efficient ward, because, having forgotten to 
add up a fluid balance chart, she had spoilt the chart 
and made My Ward appear inefficient. 

This salutory path of self-examination can be very 
humbling. I recall a student nurse, one of those intel- 
lectual types that are an intense irritation to some ward 
sisters, who was always slower in all her work than 
everyone else. Even making due allowance for the fact 
that she was older and not practical by nature, she still 
seemed to take an unconscionable time doing every- 
thing. One day she was doing a bedpan round in a six- 
bed annexe and had been gone ages. So I went in to 
see what was happening; she wasn’t there, so I spoke to 
one of the patients who said “‘You know, sister, I’ve 
been in hospital seven times and I’ve never been given 
a bowl to wash my hands every time after I use a bed- 
pan except by that nurse.” This rather shook me so I 
pursued the nurse into the sluice and asked her about it. 
Yes, she always gave the patients a bowl after a bedpan 
if it was at all possible; she would like it herself. It was, 
after all, taught in the preliminary training school and 
it was a pity to employ people for teaching if no notice 
was taken of their precepts, wasn’t it? Obviously it took 
much longer and it wasn’t very popular with the nurses 
(nor, said the ironically raised eyebrow, with the sister), 
but one wasn’t here just to please one’s fellow nurses or 
to win gold medals for efficiency, was one? 

I left her washing the bowls and I walked away feel- 
ing very, very thoughtful. 

WRANGLER. 
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HOSPITAL EQUIPMENT 


Advantages of Cotton Blankets 


EDNA A. POPE, S.R.N., Assistant Matron, 
The London Hospital, E.1. 


DuRING RECENT MONTHs the subject of cotton blankets of fabric; (6) warmth in relation to weight; (c) washing 
fr use in hospitals has been given publicity by the procedures, and (d) methods of sterilization. 

medical and daily press because of the serious and in- 
creasing problem of staphylococcal cross infection. The 
bacterial content of air in wards increases during bed- Three types of cotton fabrics have been used: 

making and much thought has been given to methods (1) cotton leno in which coarse yarns are interlaced 
by which this can be controlled. Many of the bacteria in a leno (or gauze) weave to produce a cellular fabric; 
are disseminated from patients’ blankets and although (2) plain cotton terry which has a thick pile consisting 
woollen blankets can be treated with disinfectants which of loops of yarn formed during weaving; 

reduce bacterial content and with oil which will prevent (3) cotton terry, plain or twill, made from cloth on 
dissemination, no method of treatment by chemicals is which a pile or nap has been raised in the finishing 
as effective as sterilization by heat. This method cannot process. 

be used for woollen fabrics withott serious damage to It may be helpful to record here that ‘cotton terry’ 
the texture, but cotton fabrics ¢an be heat sterilized and ‘turkish towelling’ are the same fabric, and loom- 
without damage and the experi¢nce of the staff at The state blankets are not necessarily cellular in texture as 


(a) Cotton Fabrics 


London Hospital with cotton blankets is recorded. is generally stated. ‘Loomstate’ is the name that should 
Four points have to be borne in mind in considering be given to the fabric, of whichever type, as it comes 


the use of cotton fabrics as bed coverings: (a) the type off the loom. Cellular cotton blankets have a 
pleasant appear- 


ance, they are light 
and soft, but special 
attention should be 
given to the hems 
which tend to be 
thick and hard. 
Some special cot- 
ton terry blankets 
have been made 
which have _ the 
appearance of very 
large bath towels, 
and two bath sheets 
stitched together 
lengthwise would 
make an adequate 


Above: (left) clean 
woollen blanket ; (right) 
used woollen blanket. 


Right: (left) clean 
cotton blanket; (right) 
used cotton blanket. 


[Pictures by courtesy 
The London Hospital 
Medical College, De- 
partment of Photo- 
graphy. | 
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blanket for experimental purposes. Cotton terry is, on 
the whole, heavier and thicker than the cellular fabric 
and can become rather harsh after repeated washings. 

Raised cotton terry blankets have the more pleasant 
appearance of the cellular type of blanket while retain- 
ing the solid, hard-wearing properties of terry. 

Some of these blankets are made with a plain strip 
at either side for tucking in, in order to avoid the danger 
of the threads catching in the bed-springs. 

From our experience at The London Hospital, I 
would suggest that there is very little difference in the 
three textures from a practical point of view, and none 
of the fabrics has given rise to fluff. 

All the cotton fabrics described above are known to 
shrink at the first one or two washings but manufactur- 
ers will bear this in mind and will add the estimated 
percentage of shrinkage to the required size when the 
blankets are woven. 


(6) Warmth in Relation to Weight 


The weight of the three types of blankets varies be- 
tween 3 lb. 5 oz. and 5 Ib. according to the fabric chosen 
and the manufacturer. The average weight of used 
woollen blankets at this hospital varies between 4 and 
5 lb. Weight for weight, cotton blankets appear to give 
as much warmth as woollen blankets. Patients have felt 
comfortable with one terry blanket, or with two cellular 
blankets, in wards with an air temperature taken in the 
centre of the ward of 65°F, 


(c) Washing Procedure 


The washing process used in The London Hospital 
laundry is as follows: 

Cotton terry and raised cotton blankets are washed 
in hard washing soap and soda, 2 lb. and 23 Ib. re- 
spectively to 120 lb. weight of washing, brought to 
boiling temperature and kept at 300°F. for 10 to 15 
minutes. This entire washing process takes one hour. 
The blankets are then dried in the tumbler, starting at 
a temperature of 100°F. and rising to 220°F., and this 
procedure lasts for 20 minutes. Cellular blankets are 
washed in water up to 100°F. and dried in an air speed 
drier for 15 minutes, starting at a temperature of 180°F. 
and rising to approximately 260°F. 


(d) Methods of Disinfection 


As already shown, cotton blankets can be boiled with- 
out suffering deterioration, but disinfection in the auto- 
clave is the method in favour at this hospital. The 
blankets are disinfected at a pressure of 25 lb. per square 
inch for 20 minutes. This procedure was carried out for 
six cotton terry blankets every three days for a period 
of one month and the texture of the blankets remained 
unaltered. 

The staff of the clinical laboratories have carried out 
a series of experiments to ascertain the bacterial content 
of woollen and cotton blankets and the results are shown 
in the illustrations. A slit sampler of the usual type was 
used and after.a preliminary run to establish the bac- 
terial content of the air, the blanket was shaken 
vigorously in front of the slide and the resulting in- 
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crease in bacterial content recorded. It will be noted 
that no significant difference was found between cotton 
and woollen blankets fresh from the laundry or between 
these blankets after three days’ use on the bed of a 
patient suffering from a staphylococcal infection. In 
other words, cotton blankets collect staphylococci to the 
same degree as woollen ones, but it must be continually 
borne in mind that cotton blankets may be washed and 
boiled frequently. 

At The London Hospital cotton blankets (type 3) are 
proving satisfactory and it is hoped that they will 
soon be available for patients who are prepared for 
operation, so that no patient will go to the theatre in 
woollen clothing or coverings. 

Undoubtedly the cotton blanket has many advan- 
tages over the traditional woollen type and more and 
more hospitals will consider their adoption. It is advis- 
able to seek the opinion of an expert before making a 
choice of yarn or fabric. Any expense thus incurred has 
been proved justifiable. 


[We are indebted to Mr. Bayes of Ashton Brothers and Co., 
Ltd., Hyde, Cheshire, for much valuable advice.] 


GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


Educational Entrance Test 


THE GENERAL Nursinc Councit for England and 
Wales believes that some misunderstanding exists about 
the Council’s intentions in respect of the educational 


entrance test for student nurses. The Council wishes to 7 


assure nurse training schools that when it becomes com- 
pulsory for candidates other than those holding an ex- 
empting educational certificate or qualifications to take 
this test, the administration and scoring of the tests will 
remain in the hands of the training schools, and the 
Council will not require candidates to attend at exami- 
nation centres on set dates. The present arrangement 
whereby supplies of the test are sent to the individual 
training schools would be continued. The ‘training 
school authorities would continue to give and mark the 
tests themselves and keep records of those candidates 
who were accepted for training. 

The test which the Council has made available since 
1955 is one of intellectual ability specifically prepared 
for the Council’s use by the National Institute of Indus- 
trial Psychology. ‘Training schools have kept records and 
submitted them to the Council. An analysis of the re- 
sults received so far indicates that there is good correla- 


tion between the level of performance in the test and . 


subsequent progress, as related to educational ability, 
during training. 

_ The Council views the introduction of an educational 
standard for entry to training as a student nurse as an 
essential step in its plan for improving the present mini- 
mum standard of nurse training. There is good reason 
to believe that better selection would reduce the present 
excessive wastage during training. Furthermore, the 
student nurse or pupil assistant nurse who has found 
her training interesting, satisfying, and within her 
mental capacity is likely to feel that she has mastered 
her craft and will be prepared to remain in practice. 
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COMMUNITY SERVICES PROGRAMME 


Wi -— The approxi- 

mate location of 

the Navajo Indian 
Reservation. 


BERNICE W. LOUGHLIN, B.S., P.H.N., 
nd ELLEN MANSELL, B.S., P.H.N. 


HEALTH WORKERS know the difficulties 
of giving adequate health services to 
people living in isolated and under- 
developed areas. The gap between 
present-day medical knowledge and 
actual services has been closed in part 
through the training of native lay 
people in these areas with poorly 
developed resources. In this way, 
certain cultural barriers have been 
overcome. On the other hand there 
are inherent difficulties such as geo- 
graphic and economic factors which 
tend to widen this gap. 

The opportunity to study the prob- 
lem of training native sub-professional 
-health workers arose when the Cornell 
University Medical College, Depart- 
ment of Public Health and Preventive 
Medicine initiated a field health 
project on the Navajo Indian Reser- 
vation in the American southwest. 

The Navajo Indian Reservation is 
an isolated and underdeveloped area 
in north-western New Mexico, nor- 
thern Arizona and south-western Utah 
covering 16,000,000 acres, an area 
about one-third that of the United 
Kingdom and Eire but with one- 
eightieth of the population. Today 


BERNICE W. LOUGHLIN, assistant 
instructor in public health nursing, 
Cornell University—.New York Hos- 
pital School of Nursing, is on loan 
from the U.S. Public Health Service. 


Below: a_ health 
worker in Arizona 
writing up the history 
of a family whose 


cewing therapy at the 
clinic. 


ELLEN MANSELL is from New 
Hampshire. Upon graduation she served 
as a public health nurse in the West- 
chester County Department of Health, 
New York. 
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there are approximately 85,000 Navajo, their number 
having grown from an estimated 10,000 in the last 
century. 

The Navajo tribe is the largest single group of 
American Indians and their way of life, in most re- 
spects, remains more primitive than other Indian 
groups in the United States today. Although changes 
have taken place in their economy, their technology, 
and to a lesser extent, their social structure and religion, 
the Navajo have clung to traditional ways. For example, 
the hogan, a hemispherical log and mud structure, with 
a smoke-hole in the roof and a door facing the east, 
still provides housing for most of the Indians. English is 
taught in the schools, but Navajo remains the language 
of the family. 


Family Structure and Religion 


Navajo family structure and religion are the two 
cultural areas which are the least changed. The tribe 
consists of about 60 matrilineal clans functioning princi- 
pally to regulate marriage. ‘The husband lives with his 
wife at her home in the same camp with her mother and 
sisters. He is responsible for assisting in the support of 
his family as well as that of his own mother. Camps are 
scattered over a wide area and the Indians come into 
trading posts, schools, missions and clinics which are 
clustered together at various points on the Reservation. 

Navajo religion and health are very closely associated. 
Health, as the Navajo views it, is a balance between 
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himself and his total environment. When this balance 
is upset illness occurs. Healing or restoration of this 
balance can take place only through rituals conducted 
by the medicine man who is both the religious leader 
and the medical practitioner. Today most of the Nava- 
jos use both their own medicine man and the clinic. 

Over half the Navajo population is under 18 years 
of age. Almost half the deaths occur in children under 
one year of age. The chief causes of death are pneu- 
monias, enteric diseases and accidents. Tuberculosis 
and other communicable diseases such as influenza and 
measles now generally under control in the population 
of the United States are still the chief causes of mor- 
bidity. The maternal death rate for 1955 is roughly 
three times that of the United States as a whole, 12.4 
per 10,000 live births for the Navajo contrasted with 
4.7 for the United States. 

While hospital and field services have expanded con- 
siderably over the years, they are still inadequate. This 
is due to geographic factors including poor roads (often 
impassable due to mud and sand) and to social and 
cultural isolation. 

In July 1955 an administrative change in the govern- 
ment gave the responsibility for providing medical 
services to all Indians to the US Public Health Service 
of the Department of Health, Education and Welfare. 

The medical clinic, where an average of 600 patients 
are seen each month, is well equipped with an X-ray 


and fluoroscope, a modern clinical laboratory, three 
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Studi) Indias are supported in part by the Navajo 
Coulion of Indian Health, US Public Health Service; 
tion Health, USPHS; the Russell Sage Foundation, 
<chmann Foundation of Nevada. 


health worker 
assists in an exami- 
nation and test of 
children’s hearing at 
the field clinic at 
Many Farms, Ari- 
zona where TB re- 
search and therapy 
are carried out. 


Navajo health worker 
writing up a medical 
history in the clinic. 


A She disapproves of hav- 
ing her weight checked. 


ince f examining rooms, a minor surgical room, an office 
this § section, a clerical and records section, a waiting room, 
ted # and utility space. The staff consists of two physicians, 
der § three public health nurses, an anthropologist and her 
va- J Navajo assistant, a research and administrative assistant, 
. ffa Navajo laboratory technician, a Navajo project 
‘ars f assistant, one Navajo maintenance man and four 
der § Navajo ‘health visitors’. 


ysis training Ancillary Workers 


nd § One of the studies which has been undertaken is the 
on § training and use of Navajo ancillary workers as assistants 
or- § tothe public health nurses. The first class included four 
ily # Navajo students. These people, two men and two 
2.4 f women, are bilingual, have had no previous health 
th § taining or experience and have different educational 
backgrounds. They have had one year of training by 
n- § the project staff and six months or more of experience 
us § inthe field with only limited supervision. We call these 
n § people ‘health visitors’ as this term has no established 
id § professional job connotation in the USA. If the health 
visitor position is approved by the government it will 
1: § be placed in the category of nursing assistants—a U.S. 
al civil service position. 

e The present four health visitors range in education 
» # from five to 12 years. All have been in hospital with 
S § tuberculosis which has contributed to their understand- 
ing of modern medical care and insight into patients’ 
¢ @ problems. On the recommendation of the Tribal Coun- 
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cil, all are over the age of 25. 

The most important reasons for the decision to train 
and use health visitors is the shortage or absence of 
native professional health workers. ‘There are very few 
Navajo professional nurses and no doctors. Secondly, 
the language barrier imposes great restrictions on the 
effectiveness of professional health workers from other 
cultures, especially in health education. The Navajo 
language has no native written form; although one has 
recently been developed by the government it is known 
to only a few Navajos. Thirdly, the isolation and the 
hardship of living conditions make continued service 
unattractive to health professionals. Finally, the train- 
ing of indigenous personnel to care for the needs of their 
own people is consistent with the government pro- 
gramme in other respects which aims to help the Navajo 
take his place in aiding his own people. 


Aims of Health Visitor Training 


In general, the aims of our programme have been 
to train health visitors: 

(1) to have an understanding and awarencss of the 
relationship of physical health to the well-being of the 
people; 

(2) to carry out simple nursing skills; — 

(3) to record all care and treatment given, including 
what they teach as well as what they do; 

(4) to recognize emergencies and to carry out limited 
first aid until they are able to report to the physician or 
nurse ; 

(5) to interpret the medical programme to the indi- 
vidual patient, his family and the community. 

According to plan the health visitor will always 
operate within a framework where professional persons 
will be available for guidance in difficult situations and 
to whom the health visitor can refer patients for medical 
care. In this framework it is expected that 
the health visitor can operate his own 
district, give necessary medical care on 
doctors’ orders, give health supervision 
and preventive care, plan the flow of 
work, and recognize the limitations of 
his training. 

The four health visitors were trained in 
pairs and in slightly different ways. They 
were all first given a period of classroom 
work on the elementary principles of an- 
atomy, physiology, nutrition, and disease 
entities. Because of the lack of background 
this training was of necessity simplified and 
progressed slowly. Nursing skills were 
taught and under supervision the skills 
were practised by working with the. 
patients in the clinic. 
These skills were readily 
acquired and were per- 
formed adeptly early in 
their training by all the 
health visitors. 

The health visitors 
were also instructed in 


This sick child was 
discovered on.a 
routine visit by the 
public health nurse 
and the health visitor 
and the Navajo family 
leave thetr hogan to 
take her to the clinic. 
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interpreting skills. Although all were bilingual, ‘he inte. 
pretation of medical concepts to a people witli little g 
no familiarity with such concepts requires considerab} 
preparation. Several factors must be considered: 
interpret adequately a basic knowledge of the subjeg, 
must be obtained; to teach or advise patients the sam 
is true; and to make new material realistic to the People 
it must be related to that which is familiar to them. The 
Navajo clinic assistant aided the instructor of the classe 
in this preparation. When new material was introduced 
it would be discussed in Navajo and English until it wag 
understood by the health visitors. ‘The physicians taught 
from clinical situations and in-service classes were held 
once weekly following the initial course. Following this, 
the health visitors were taught interviewing technique 
and were introduced to field work by accompanying 
the public health nurse. As skills were developed they 
were encouraged to assume responsibility for the home 
visit and gradually they were sent out alone. A post. 
visit conference was held to discuss strong and weak 
points of the visit. ; 
The present schedule gives each health visitor two or 
three days in the field and two or three days in the 
clinic. These combined services provide a continuity 
of patient care and offer an opportunity for good re. 
porting and recording. One chart is used for the entire 
care of the patient. This includes reports of clinic, con- 
ference and school visits, immunization records, labora- 
tory studies and reports from other hospitals and clinics, 
In the clinic the health visitor is responsible for taking 
a complete health history which gives the doctor infor- 
mation on which he can build his own questioning. 
During the examination the health visitor helps with 
such procedures as dressings, pelvic and proctoscopic 
examinations. The health visitor interprets for both the 
doctor and the patient. All medications are accom- 
panied by reasons for the prescription and the impor- 
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inter. Moce of their continuance. Reasons are also given for 


‘tle ture appointments when indicated. All this informa- 


Table, ig reviewed until the health visitor is satisfied that 
d: tof, patient knows what has been said. 

ibject fl jn the field, the goal is to have the health visitor see 
Same Bh -h of his assigned families at least every three months. 
COple ventive services such as immunizations are offered, 
iq advice in feeding and caring for a baby or an old 
lasses son is given. 

uced jn addition to the home visits the health visitors 
twas Bticipate in school health programmes including 
ught # munizations, routine physical examinations and, in 
held § . boarding schools, care of less serious forms of child- 
this, Bd illnesses. In the schools the health visitor also 
qué fips by getting throat swabs and stool specimens, and 
ying #, giving the tuberculin Mantoux test periodically. 
they Work in the field and schools has been aided by the 
ome &. of a short-wave radiotelephone. This system has 
0st- Hon installed in the clinic and cars, allowing the health 
eak Bitor to be no further away from advice than his 


tomobile. 


idwifery | | 
This project does not at present include midwifery. 
fany years ago the government introduced a hospital 
stetrical programme which attracts more patients 


cD 


0 OF 
the 
ulty 


rch year. It would not be practical from the govern- 
ra- Bent’s point of view to encourage midwifery at this 
CS. Bite in a localized area now that the women seem to 
Ng fiwe accepted delivery in a hospital. The statistics in 


Of Bis project for the past two and a half years show that 
'8* @ per cent. of the women were delivered in a hospital, 
ith per cent. at home, and of 13 per cent. little is known, 
ut some were delivered en route to a hospital or health 
cility. Those home deliveries of which we have know- 
dge reveal no maternal deaths or stillborn babies 
uring this period. There has been no sepsis and two 
yes of cord infections have been seen by the clinic 
aff. Home deliveries are attended by the old, trusted 
d experienced matriarch of the camp who maintains 
‘hands: off’ policy and is rarely known to interfere 
ith or try to hasten the birth. If the baby is in an 


le woman in a knee-chest position and manipulating 
om the outside of the body. If there is a complication 
! a home deliveries, medical assistance is usually 
bugnt. 

Plans are being considered for instituting a field 
_ ffenatal programme in which the health visitor will 
¢ pve service in the home. 

] As the analysis of this prenatal programme is con- 


nued, new ‘pressure areas’ may be revealed and new 
nctions for the health visitor will be indicated. Since 
us is a pilot study this flexibility is necessary to dis- 
ver the best role for the health visitors. It may be 
_ forthwhile training Navajo licensed practical nurses 
 fBhealth visitors to see if they would better fit this role. 
Evaluation of the health visitor programme has pro- 
ded on both formal and informal levels. The formal 
aluation has consisted of time studies, written and 
lal tests, practical testing of procedural techniques, and 
ping of interviews done by the health visitors of 


proper position they perform a version by placing 


patients in the clinic. 

The check of procedures in the clinic indicated an 
ability to carry out the technique adequately as it has 
been taught here. All made the notable error of washing 
their hands after a procedure rather than before it. 

Impressions and observations recorded by the pro- 
fessional staff who have worked with the health visitors 
have also been noted. An analysis of the attitudes 
toward the health visitor’s work in the community is 


being done by the anthropologist. Although this data — 


is not yet completed some observations can be made 
from the information collected so far. 

Those people who have worked with the health 
visitors feel that they are technically skilful, good inter- 


_preters, and have been substantially successful in the 


ability to explain a disease process to the people with 
accuracy in terms of our medical concepts. In respect 
of the less tangible teaching, explanation has been of 
necessity more limited. It has been found, for example, 
that in prevention, although the need for immuniza- 
tions can be appreciated, the physiology of resistance 
remains obscure. 

The community analysis by the social anthropologist 
indicates thus far that there is some feeling of awkward- 
ness with the health visitors in the home. This difficulty 
may be due, in part, to the fact that Navajo culture 
contains strong values of privacy of person and of 
mind. For example, early in the project the health 
visitors had some difficulty asking some of the questions 
on the health history. As they have grown more confi- 
dent that information so gained is vital and is not 
discussed among others, they have become more pro- 
ficient in asking the questions. 

The people of the community have found the pro- 
gramme acceptable in most respects. They also express 
more understanding of some diseases and their treat- 
ment, of how to prevent others, and recognition of when 
a child is critically ill or when a woman should be 
checked prenatally. Success in reaching such under- 
standing on the part of the people must not be measured 


by the degree to which the health visitor forsakes the. 


traditional beliefs of his people nor can success be 
measured only by the degree to which the visitor has 
become technically proficient. Instead, what is sought 
is a person who is sufficiently trained in medical 


techniques to perform his duties adequately, but also 


sufficiently sympathetic to both modern and Navajo 
culture that he may integrate the two with the least 
interruption and tension. 


Summary 


To help meet the health needs in an isolated and 
underdeveloped section of the United States a sub- 


professional assistant to the public health nurse has — 


been developed among the Navajo Indians. To date, 


four such persons have been trained to do not only the - 


routine tasks of interpreting and assisting the public 
health nurse and clinic physician, but to act indepen- 
dently in such matters as history taking, community 
relations, health education and in creating a better 
understanding between the Navajo people and the non- 
Indian professional medical worker. 
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Group Therapy 
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MENTAL HEALTH 


3. K. W. MORRICE, M.D., D.P.M., Deputy Physician Superintendent, 


Dingleton Hospital, Melrose, Scotland 


has come into prominence in recent years. I think 

it really came into large-scale practice in this 
country during the last war when there were many 
psychiatric casualties in the Forces and not enough 
psychiatrists to deal with them. Group methods were 
used in an effort to save the doctor’s time, but in fact 
it is doubtful whether this proved to be the case. Nowa- 
days group therapy is used because it has advantages 
over individual therapy. 

Of course there is nothing new in the concept of 
treating or educating people in groups. From earliest 
~ times this method has been recognized to be of value. 

We all know from our own experience how coming to- 
gether with other people for a common purpose gives 
an impetus and an atmosphere that are lacking when 
——we try to do the same thing on our own. Religious 
groups know the value of the emotional atmosphere 
that builds up in an evangelical meeting and dictators 
also have shown the power of group feelings. Psychiatry 
was rather slow to make use of this phenomenon. Even 
now, when group therapy has been used in most active 
mental hospitals and psychiatric units for several years, 
many doctors and nurses ignore the lessons that have 
been learned. 

The psychology of groups applies not only to patients 
but also to a team of nurses working in a ward, doctors 
working together in a hospital, or people working in a 
factory. It may be that much of the discontent and un- 
rest in industry stems from lack of appreciation of group 
factors and of the tensions that exist in any body of 
people working together. But we in psychiatry need not 
point the finger at industry when our own house is not 
in order. There are still many hospitals where the re- 
lationships between nurses and sisters, sisters and 


(ise THERAPY is a method of treatment which 


Abstract of a lecture given at a study day at Dingleton Hospital. 


“Group treatment is not always pleasant or easy and 
quite often patients become emotionally upset. It is there- 
Sore important for the ward nurses to have an appreciation 
of the aims and techniques of this type of therapy so that 
they can help the patients over the difficult patches—and 
the psychiatrist too, after a stormy session, may require a 
little tea and sympathy.” 


matrons, junior doctors and senior, could be vastly im. 
proved by a recognition of the first principles of group 
and community life. And remember, tension among 
staff means tension among patients. Misunderstandings 
are likely when the channels of communication are 
poor; bitterness and resentment arise when one’s status 
is in question, or when one is not consulted, or when 
one’s arrangements are disrupted for no apparently 
good reason. The lesson is this: those in authority 
should not hide behind their status and deliver orders, 
but rather discuss policy and problems with their staffs, 

Perhaps the first conscious use of the principles of 
group therapy in medicine was made in the treatment 
of tuberculosis patients and from there it was extended 
to patients suffering from other chronic diseases. In the 
early part of this century group methods were used in 
the care of diabetics, cardiac cases and patients having 
remedial exercises. Over the years, group therapy has 
been used in the care of maladjusted children, those 
with psychosomatic disorders, expectant mothers, 
general medical and surgical patients, neurotics and 
psychotics, and criminals. 


Advantages over Individual Therapy 


But, you may ask, what are the advantages of group 
over individual therapy? You will agree, I think, that a 
great many of the 
disturbances we see 
in our psychiatric 
patients are due to 
difficulties in adapt- 
ing to the demands 
of society; if you 
like, difficulties in 
getting on withother 
people at home or 
at work or in leisure 
activities. Now, in 


The group who attended 

the study day at Dingleton 

Hospital when this lecture 
was delivered. 
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individual treat- An aerial view of Dingle- 
ment or psycho- ton Hospital, Melrose. 
therapy, where the 


doctor sees the patient alone, such diffi- 
culties are generally discussed at an 
intellectual level and advice given. But 
the patient may find that the doctor is 
talking over his head, or he may dis- 
agree about what he is saying and be 
too polite to mention it, or he may pay 
little attention. Even if the patient is 
interested and understands the doctor’s 
advice, he may be unwilling or unable 
to put it into practice. In this way, 
individual psychotherapy may fail in 
some of its aims. I believe that group 
therapy answers some of these prob- 
lems. It provides a miniature society 
wherein the patient may play out his or 
her difficulties; not only talk about them 
but actually dive them. The problems 
are not only discussed, but feelings also 
enter into the situation. Strong emo- 
tional experiences occur in relation to other people and 
these are much more important and useful than talking. 
Of course, group and individual therapy can be com- 
bined and such a technique can be successful in patients 
where either method alone is a failure. 

The term ‘group therapy’ is a comprehensive one and 
may be applied to many different methods, from the 
psychoanalysis of patients in groups to the organization 
of chronic patients into work parties. I think it is useful 
to recognize that group methods fall into two broad 
categories, group treatment and group activity. In 
group treatment, the group is not an end in itself, but 
rather a method of getting through to the individual 
and his problems and helping him to deal with them. 
No group goals are set nor group projects planned. The 
aim is therapeutic change in each individual member. 
In group activity there is a goal set for the group as a 
whole, although the ultimate aim may be again the re- 
habilitation of the individual patient. The group is 
engaged in a job of work and the minds and energies 
of members are directed towards it, be it cleaning the 
wards, laying a tennis-court or tending a garden. In a 
mental hospital there is scope for both types of group. 


Formal Treatment Group 


The formal treatment group usually consists of about 
eight patients who have been selected for this type of 
therapy by the psychiatrist. The group meets together, 
y once or twice a week, and the sessions last an 
hour or rather longer. The psychiatrist who acts as 
leader may be accompanied by another person who has 
been called the observer. The latter may be another 
psychiatrist, a psychologist, a psychiatric social worker 
or a nurse. No one is outside the group, however; both 
the therapist and the observer take part in the group 
although they will avoid dominating it in any way. The 


patients must be brought to understand that the group 


1s theirs to run within the broad framework set by the 


therapist. He is not there to answer their questions like 
an all-knowing god. He is there to help them to find the 
answers themselves. 

Of course, to begin with, the patients resent this 
approach. They want the psychiatrist to say: ““This is 
what is wrong with you and this is what you must do to 
get better.”’ They want simple and ultimate answers to 
their problems and symptoms. But this is impossible. 
Patients who have neurotic illnesses must make an 
attempt to understand their difficulties and work 
through them; they must learn to stand on their own 
feet by learning new and healthier ways of dealing with 
life’s difficulties. In the group they can become aware 
of their real problems; they can watch other patients 
struggling with similar problems; they may be in a 
position to help; from the interplay of tensions and 
emotions and behaviour in the group there may emerge 


new understanding and freedom and social adjustment. 


Group treatment is not always pleasant or easy and 
quite often patients become emotionally upset. It is 
therefore important for the ward nurses to have an 
appreciation of the aims and technique of this type of 
therapy so that they can help the patients over the 
difficult patches—and the psychiatrist too, after a 
stormy session, may require a little tea and sympathy. 


Group Activity 


Group activity is particularly applicable to long-stay 
patients. In essence, it is getting patients to do things 
together and the jobs should be useful and manifestly so. 
This is where conventional occupational therapy de- 
partments sometimes fail. After all, who would not get 
fed up after a time with making baskets or rugs or 
purses? Sometimes it is possible to make an arrange- 
ment with a neighbouring manufacturer who will pay 
for an undemanding task which can be performed by 
chronic patients—sewing on labels or making card- 
board boxes, for example. The work may be monoton- 
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NURSING TIMES TRAVEL BURSARY 


Application forms and particulars of the Nursing Times 
Travel Bursary may be obtained from the editor. 
Application forms must be returned to the Editor, 
Nursing Times, St. Martin’s Street, London, W.C.2, in 
an envelope marked ‘Nursing Times Bursary’ by 
Saturday, February 28. 


ous, but it gives a reward in hard cash and nurtures in 
the patient a feeling of social usefulness and self-respect. 
But groups of patients in the charge of enthusiastic nurses 
can be interested in more simple enterprise, such as 
hospital cleaning or gardening, with advantage both to 
the hospital and to themselves. Many an apparently de- 


mented patient or aggressive troublemaker has changed — 


in character and become fit for discharge through the 
effects of group activity and the interest of the nurse in 
charge. Patients who have sat unoccupied in corners for 
years develop, in simple group activity, a sense of be- 
longing and a new interest and self-respect. 


Staff-patient Meetings 


Somewhere between the two categories of group 
treatment and group activity is the practice in a few 
hospitals of regular meetings of staff with all the patients 
in the ward or unit. There is no doubt that the atmos- 
phere of a hospital can be transformed by such methods. 
But, particularly in the initial stages, the staff have to 
cope with much criticism and with the anxiety this 
raises within themselves. It requires good self-relation- 
ships; and regular meetings of staff can provide not only 
a release for anxiety but also a chance for each nurse 
and doctor to develop greater insight into the real life 
of the ward and hospital and into the ways in which 
their can play their parts more fully and effectively. 

It is my belief that a wider application of group 
methods would render many hospitals more efficient in 
their treatment and happier places for patients and staff. 
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Book Reviews|” 


Neonatal Paediatrics. Edited by W. R. F. Collis, m.p., r.¢; Section A. 


pD.P.H. Heinemann Medical Books, 30s. ward thi 
Every midwife would be delighted to possess Neonatal Paedig, ch 
It is produced on excellent paper in clear print and with m {5 ea 


first-class tables and illustrations, clear headings and coy 
uncomplicated language, and should serve equally for qu Wards | 
reference and for more detailed study. Some 20 experts in pag HEATH 
trics, neonatal surgery, physiology and many other specialij HosPit 
have contributed to the text. Every possible abnormality ; Nuffield 
emergency is dealt with and no observant nurse can remain Wf RoyAL |] 
aware of significant changes or symptoms in the newly-born afl Readir 
studying this book. iia 

Although medical treatment is clearly described, there jg , Richar 
small criticism as far as its use for nurses is concerned. Ther§ 
very little detail of nursing care, while the exhaustive list em 
references at the end of each chapter is unlikely to be of inter, Londo 
to the nurse. : : 

The book is one which midwives have wanted for a long ting |, 
but it would also not be out of place in a children’s unit as mag Ewing 
diseases and their consequences, which are described, are ng ST GE 
particular to the neonatal period but extend well into early chil Londe 
hood 


The book can be recommended without reserve as one fq Ward £ 
which there is an undoubted need and as one which is filled wii SHARO! 
the most interesting information on paediatrics. Here is very gow Fulwe 
value for a moderate price. 

M.A.D., s.R.N., R.S.C.N,, 8.C 


Section . 

in (or 

BOOKS RECEIVED First ] 

WHAT YOU CAN DO FOR ANGINA PECTORIS AND CORONARY 
occ.usion. Peter J. Steincrohn, m.p., F.A.c.P. Angus and Robertsng Victor 
25s. HARD} 
Hosp 


HANDBOOK OF CARDIOLOGY FOR NURSES (third edition). Walter 
Modell, M.pD., F.A.c.P., and Doris R. Schwartz, B.s., R.N. Spring £5 Px 
Publishing Co., $4.50 — 
PHYSIOTHERAPY IN OBSTETRICS AND GYNAECOLOGY (second edition). Sr Cr 


Helen Heardman, revised by Maria Ebner, m.c.s.p. Livingstone, Cole: 
20s. 


Nurse! NuRSE! NURSE! Paula Deal. Arthur Barker, 13s. 6d. 


Hospi 

RoYA 

Local Government Health News a8 
Manchester Corporation management committee’’. 7 Jane. 


Adoption of Dry 
Sterilization for 
Syringes and Needles 


Syringes and needles used at Manchester’s 
maternity and child welfare centres are at 
present sterilized by boiling water or steam 
heat after use. In accordance with the recom- 
mendations of the Medical Research Council, they are in the 
future to be dry sterilized. 

Sterilization will be done at Monsall Road Disinfecting Station 
and the adoption of the new system will mean buying 600 ad- 
ditional syringes, needles and cases at a cost of £415. 


Borough of Royal Leamington Spa 


Food Hygiene in 
Hospital Kitchens 


Some concern has been expressed in local 
government circles at the fact that the Food 
Hygiene Regulations 1955 cannot be enforced 
by local authorities in hospital kitchens. 

The town clerk of Leamington Spa has however received a letter 
from the South Warwickshire Hospital Group inviting them to 
authorize their medical officer of health and other senior members 
of the health department staff to visit hospital kitchens, “by 
arrangement with the medical superintendent or hospital secretary 
with a view to becoming acquainted with the premises and the 
kitchen staff, and making any suggestions for consideration by the 


Since it could hardly be desired that the standard of hospital } Hout 
kitchens should be lower than those of commercially run hotels,{ Virg 
restaurants and cafes, this invitation might be thought to be some-§  Surr 
what cautiously worded. It was however ‘cordially accepted’ by 
the Council. 


Hertfordshire County Council 


Concern for the Salaries Hertfordshire County Council continue | \4 / 
of Domiciliary Nursing to be deeply concerned with the salariesof J | \ 
and Midwifery Staff domiciliary nursing and midwifery staff, F | 

Earlier this year the Council made repre- re 
sentations to the County Councils’ Association about what they | {7 4 


considered to be the low level of salary of these nurses compared § | - 
with salaries in similar professions. The County Councils’ Associa | | , ’ 
tion replied that they had come to the conclusion that they did 4 
not “‘consider that the present level of salaries of health visitors J > 
and domiciliary nursing staff is less favourable than that of salaries J, 
in comparable professions.” 
Hertfordshire County Council has now promised its support to 


i 


the East Sussex County Council in its efforts to erase an anomoly § | 
created by the salaries award of July 1957, and the matter is to be 
drawn to the attention of the Whitley Council and the Minister 
of Health. | 


¥ 
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CHRISTMAS IN HOSPITAL 


: S RESULTS of NURSING TIMES Christmas Competition 


£50 in Prizes (to be spent on Ward 
Amenities) has been awarded as follows: 


F.CRM Gvetion A. Description of the decorations and festivities in a hospital 
ward this Christmas: 


£5 each to: 
| emai Subject Entered by 
for ow Wards 1 and 2, ‘Birdcage Walk’ Mr. Jack Duckett, 
n paei| HEATH CHARNOCK charge nurse. 
Hosprra, Lancs. 
ality af Nuffield Ward 2, A London Flower The nursing staff 
Nain Wi RoyaAL BerKs Hospirat, Shop. (ward sister: Miss 
orn ail Reading. B. Rowe). 
-e is og Richard Cloudsley Father Neptune’s Miss Wickham and 
Ward, Cavern Miss Lingard, staff 
e list NoRTHERN HospPITAL, nurses, and Mr. 
7 London, N.7. Denis Sidney, 
Cavern’ at the Royal 
Ewing Ward, Christmas Island Miss Pamela Newton, Ho spital 
are ng St. GEORGE’s HospiTAL, (arhymingentry) first year student = pyojjow Ly N. 7 This Incident wins First Prize 
y chilg London, S.W.1. nurse (ward sister: A COMPANY OF GIRL GUIDES was spend- 
Miss C. Collier). One of the decorative ing a camping holiday in the Yorkshire 
one fa Ward 8, Treasure Island Mr. ‘Tony . Finch, bird cut-outs ff Dales. The weather was wet and, at the 
wi SHAaROE GREEN HospPITAL atient (ward sister: suggestion of the vicar, they visited the 
Birdcage Walk’ at 88 pd 
Yy gom Fulwood, Preston, Lancs. Miss D. Jones). Diced ttl: Blea, small hospital of Harden Bridge. Here they 
; : pital, nr. Chorley, sang their rollicking camp songs to the aged 
» S.C Cction B. Description of an amusing, touching or inspiring incident Lanes. and infirm patients, the latter joining in. 
in (or concerned with) hospital this Christmas. When : Christmas came round, the 
: Guides did not forget the hospital .and 
First Prize of £10 to: seven chosen representatives including a 
ONARS __ Subject Entered by Guide from Switzerland, travelled 40 
pertson Victoria Ward, Visit of Girl The ward team miles to revisit the patients. They sang, by 
HARDEN BRIDGE ~ Guides to (ward sister: Mrs. special request, the campfire songs they 
Valteq HosprraL, Austwick. Ward. P. M. Russell). had given in the summer and Christmas 
rringo Pri Jee carols too. In the intervening months each 
£5 Prize each to: member of the Company had made a per- 
tion) Ward VI, Lively illustrated David Wright, sonal gift for every patient; even the very 
sales St.GERARD’S HospirAL, description of patient (aged 16). young Brownies had joined in this. But in 
"I Coleshill, Birmingham. decorating a (Sister Veronica, the opinion of those at the hospital, the | 
ward. ward sister). gift of = = of 
giris, inspired Dy what they had seen, ha 
applied and been accepted for nurse train- 
ing at Leeds and Bradford, and several 
So others intended to do the same. 
uthampton hospital. 
__| Jane Holloway Ward, Patients prepare Mrs. Kathleen 
pital HonLoway SANATORIUM their Christ- Brooker, staff nurse one of the 
tels, | Virginia Water, mas party dinner. (ward sister: Miss sketches from a patient, 
Surrey Lawless) David Wright, aged 16, 
by St. Gerard’s Hospital, 
: Coleshill, Birmingham. 
Left: the cover of the beautiful 
ues album hand-made by Tony 
s of Ss Finch, patient, Sharoe Green 
aff Hospital, Preston. 
re- 
ey This Episode also wins a Prize 
‘ed AMONG THE PATIENTS admitted to the post-operative annexe 
la- serving two large hospitals, was a young woman recovering from 
lid a severe road accident and a disabled young man whovhad been 
oT injured while travelling in his invalid carriage. The woman patient 
16s spent much time in a spinal carriage on the balcony or in the 
garden. The young man was able to get around in his wheelchair. 
They became friends. Both were discharged a few months ago. 
On Christmas morning they both turned up at the hospital! The 


young man arrived in a new invalid motor carriage, and was 
helped indoors to greet the staff. A few minutes later, a van drew 


(continued on page 150) 
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PUBLIC HEALTH SECTION SEMINA 


Health Education of the Public 


*“PROMOTION OF HEALTH is undoubtedly one of the duties of 
the nursing profession; the sick nurse is no more a ‘real’ 
nurse than the public health nurse”, said Dr. Neil R. 
Beattie, principal medical officer, Ministry of Health. He 
was opening the seminar called by the Public Health Sec- 
tion of the College, to consider the preparation of a report 
on the role of the nurse with reference to health education 
of the public, which is the topic for the Technical Discus- 
sions at the 12th World Health Assembly to be held in 
Geneva in May. 

- Some £650 million a year was being spent on the treat- 
ment of disease and accidents, said Dr. Beattie, and there 
was no question of the need for health teaching. 

Before the group of nurses got down to drafting the report, 
three speakers gave talks on mental health, contemporary 
means of health education, and the part now being played 
by public health nurses in Buckinghamshire. 

Dr. J. G. Howells, of the Department of Child and 
Family Psychiatry, Ipswich, spoke of the immense impor- 
tance to the community of emotional health. The chain 
reaction of emotions must be understood; the family group 
and its relations with the community in the cut and thrust 
of daily living was a dynamic situation, but was affected con- 
siderably by the past. Bad conditions were, in the main, the 
result of emotional ill-health, not the cause; but the vicious 
circle must be broken if the situation was to improve with 
each generation. 

A positive approach was necessary, with key people such 
as public health nurses, midwives, general practitioners and 
teachers creating good relationships with the families with 
whom they came in contact, and being able to carry out 
their teaching through actual situations, instead of giving 
advice from a platform. Hospitals were very important but 
a tremendous change of attitude was necessary because 
hospitals were centred on sickness. “We manufacture 
neurotics in our hospitals’’, said Dr. Howells. 


Nurses’ Part in Health Education 


Miss D. K. Newington, superintendent health visitor, 
Buckinghamshire, gave some figures showing clearly the 
considerable part nurses were already playing in health 
education. In Buckinghamshire, of 1,686 talks on health 
matters, 55 had been given by medical officers, 1,021 by 
health visitors and district nurses, and 39 by administrative 
health visiting staff. Miss Newington stressed the importance 
of knowing and being known by the group if teaching was 
to be successful ; teaching imposed upon a group was a waste 
of time; the desire for health education must first be stimu- 
lated. Topics should be related to local interest and the 
necessary equipment—books, films, filmstrips and other 
visual aids—should be available. 

Student nurses should learn the basic principles of health 
during their training and more emphasis should be placed 


-on these. For the public health nurse, special preparation 


for health education was needed but group teaching was 
not a task that could be imposed; those with the ability to 
do it should be encouraged and helped, but not forced into 
it. 

Dr. A. J. Dalzell-Ward, medical director, Central Council 


communication. Much failure and disappointment was due 


for Health Education, gave a vivid summary of the ma 
contemporary means of health education. Mass commyp; 
cation methods included radio and television, newspape 
and magazines, posters and leaflets produced both 
voluntary health agencies and to an increasing extent by 
commercial firms. a 


Individual and Group Methods 


For the individual, medical officers, general practitionen 
and public health nurses and midwives were in the fore. 
front of health education but hospital staff were alg 
potential health educators, though it was more difficul 
with the tension and speed of modern hospital work today, 
Individual health education was not simply a matter of 


to.a lack of understanding by the teacher of the emotional 
factors which prevented the patient from being able to 
accept or act on the teaching given. 

The third form of health education was through groups 
of people—not merely by delivering talks, but nowadays 
mainly by group and panel discussions, role-playing and 
project methods. This type of health education was seen at 
its best in prenatal clinics and welfare centres. 


* 


Following questions to the speakers and general discus. 
sion, the members of the seminar, with the assistance of 
Miss Olive Baggallay, formerly chief, Nursing Section, 
WHO, drafted the outline of a statement setting out the 
present and future role of the nurse in health education in 
the United Kingdom, her place in the team, the preparation 
needed, and the opportunities for assisting planning and 
research in order to ensure that health education met the 
needs of the community and could be successfully adapted 
to a changing society. 

As guided by the chairman, the group agreed to define 
health as the successful adaptation of the individual to the 
hazards of his environment and to the social demands which 
life in a co-operative society enjoins, and health education 
as the dissemination of accurate available knowledge and the 
stimulation of people to use it in order to achieve and 
maintain health. 


What is Whitleyism ? 


Do you understand Whitleyism, the system by which 
your salary and conditions of service are fixed? Do you 
know how to bring a matter before the Whitley Council? 
Why has the Royal College of Nursing twice as many seats 
as any other organization on the Staff Side? 

If you don’t know the answer to all these questions (and 
far too many of us don’t), then you need a copy of The 
Nurses’ and Midwives’ Whitley Council, price 6d. obtainable 
from the Secretary of the Public Health Section, Royal 
College of Nursing, la, Henrietta Place, London, W.1. Its 
simple, clear and can be read right through in about half 
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The care of horses and stable a8 
managemen: is one of the 


STUDENTS? 


mountaineering craft. 


Sailing and canoeing is 


‘ O u t W a r d popular—life jackets are 


insisted on for the safety of 


novices! Some of the girls 
B oun d learn to make their own = >. 


canoes. 


Tue ‘Outwarp Bounp’ Trust, of 
which Prince Philip is patron, now ina eee 
offers courses to girls of adventurous | 
spirit with a love of outdoor life. 
They should be physically fit and be- 
tween the ages of 16 and 19; there 
isno stipulation as to education, 
occupation, etc., and the girls 
represent a gocd cross-section 
of modern youth. 

Each group has a State- 
registered nurse to supervise 
health. Normally, her duties 
are light and she is encouraged 
to take a full part in the many 
activities. So here is an idea 
for nurses who perhaps have 
recently qualified—to take ad- 
vantage of what is, practically 
speaking, a month’s holiday with 
pay: 


Off for a long day’s hike in the Lake 
District fells (left). Map-reading is 
taught and climbing boots are loaned— 
very necessary, for the going 1s tough. 


A breather amid the sparkling snow. In 
the late spring there is often snew and 
ice on the mountain tops in Wales and 
the Lakes : good experience for climbers ! 


A weekend’s 
camping out is 
one of the fa- 
vourite activities 
during an ‘Out- 
ward Bound’ 
course. The art 
of cooking out 
of doors is an 
important part 
of campcraft. 


oday, Rock climbing 1s taught by experts in this thrilng 3 
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Put his hand in his Royal pocket for 
the last time.... 


r H!” said Julie, looking up rather 
) witary from a letter, “this man 
makes me mad! We shall never 
have enough money to get married: he’s 
now run his new car off the road and into 
a tree and his father won’t pay a penny 
towards the damage!”’ 
“But,” said Carol, producing her best 


wide-eyed look so that she should be told 


more, “hasn’t he any penny himself ?”’ 

“Not our bright boy Stan!’’ Julie 
gritted her teeth, “‘He’s an artist—a great 
boyo with our Australian sunsets and blue 
gum trees, but money doesn’t stick to him 
—or to any artist!” 

you’re slandering artists’, laughed 
Carol, “‘what about the lot who have run 
the Royal Academy of Arts since 1778 
without asking State or Crown to pay a 
bean ? It was in that year that George IIT 
put his hand into his own royal pocket for 
the last time to pull out enough money to 
settle the debts of the institution. Ever 
since, they’ve run the place on their own, 
and maintained the Academy Schools 
where students of art come for five years 
and pay no fees; it’s an honour to be one 
of them and there is great competition to 
get in. There are about 100 students. For 
the first time, in 1958, their work was 
arranged as an Exhibition in the galleries 
and some 200 of their pictures were sold 
....” (Carol had learnt most of that from 
a student from the Schools she had met 
at a party!) 

*“What’s on there now ?”’ asked Julie. 

deah boob!”’ Carol mocked her, 
“the Russian pictures, of course: aren’t 
we going to see them on Saturday after- 
noon ?”’ 

“Oh!” apologized Julie, “I thought that 
was at Burlington House in Piccadilly...” 

Carol sniffed: “But that’s where the 
Royal Academy is/ When we go, let’s get 
a half-crown copy of The Homes of the Royal 
Academy—I saw a copy once and it tells 
you about the time when it was first 
housed in Pall Mall; from there it went to 
Old Somerset House and then on to 
Somerset House, where Queen Charlotte, 
climbing the great staircase on visits to 
exhibitions, found a chair placed for her 
on every landing. .... After a time in 
Trafalgar Square, sharing with the 
National Gallery, it moved to Burlington 


A Story-Series by Barbara Vise, 
who writes, and Jennetta Vise, 
who draws the pictures 


No. 3—The Royal Academy, 
Burlington House, Piccadilly 


House, round about 90 years from 
now—backwards, darling, of course!” 
Julie made a face at her for that 
bit of rudeness aimed at her common 
sense: she asked another question, 
“And didn’t you say there was to be 
an exhibition of Sir Winston’s paintings 
this year? I’d love to see that... .” 
*“O.K., we'll try to—but you’ll have to 
wait until it begins in mid-March... and 
in May, you ought to see the Summer 
Exhibition—there’s been one ever since 
1769. That and the school were reasons 
why a special group of painters, sculptors 
and architects went to George III and 
suggested the founding of a Royal Acad- 
emy of Arts. Their idea came into being in 
December 1768. The Summer Exhibition 
has always been of contemporary works. 
Since 1873, there has been a Winter Ex- 


Simply wonderful with sunsets... . 


hibition, too, usually of Old Masters’ 
works and often with an international 
interest...” 

Whether or not Carol knew it, the Royal 
Academy catalogues are in _ reference 
libraries all over the world, and whenever 
the sale of an Old Master’s work comes 
into question, one of the first thoughts 
often is: has it been in an R.A. exhibition ? 

“You seem to know a lot about the 
Academy, Carol,”’ Julie looked quizzical, 
*I think you’ve been swotting it up!” 

Carol laughed: ‘“‘Maybe, Miss Sherlock 
Holmes! I'll tell you some more—there 
have always been four Officers of the Royal 
Academy: the President, the Treasurer, 
the Keeper and the Secretary—and it is 
only since 1873 that there has been a 
professional secretary who must not be an 
artist. The President is elected annually; 
the first one was Sir Joshua Reynolds.” 

*“‘How many Academicians are there?” 

**Forty—jplus the Senior Academicians, 
who are men and women beyond 75 years 
of age. Every Academician serves on the 
Council for two years at a time and, every 
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Take a Look at London! 


CAROL is a Londoner; FULIE, an 
Australian—both are student nurses, 
Together they explore London in of- 
duty hours—and BOTH are surprised 
to find how much there is to see! 


year, five come off the Council and fiye 
go on: three painters, one sculptor, and 
one architect . . . so you can see there is no 
chance of opinions getting dyed in the 
wool. The day-to-day business of the 
Academy is managed in a very busines. 
like and democratic way. If you think 
artists are scatter-brained, I hope you are 
revising your thoughts!”’ 

*“Doesn’t sound a bit like my Stan!” 

“The Hanging Committee—which de. 
cides which pictures shall be hung at the 
Summer Exhibition—changes every year 
and when an artist sells a picture at the 
exhibition, the Academy charges no selling 
fee—yet the schools cost a lot to run, quite 
apart from all the other expenses. And the 
money comes in through your 3s, (or 
Is. 6d. after five!) at the turnstiles, through 
catalogues and other publications. . . .” 

“About how much would any artist 
make on a picture sold at the Summer 
Exhibition ?” 

*“Goodness, you expect me to know 
everything! I don’t know that—but I do 
know that at the Summer Exhibition the 
price for all the works sold came to some 
£;32,000 last year.”’ 

“Oh, oh, my poor Stan! I can’t bear to 
think what he gets for his water-colours..” 

*““Well, any artist, from here or abroad, 
who likes, may submit his work for the 
Summer Exhibition. One day perhaps 
your Stan’s work will adorn the walls! 
But what we can see on Saturday, is 
Gallery I1I—that’s the magnificent room 
where they hold the Annual Dinner and 
the President says absolutely what he 
likes—and nearly always gets into the 
newspapers !”’ 

At the 
turnstiles, 
Royal 
Academy. 
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359 
n! Market gardener stays at work 
after fracturing astragalus 
five 
and 
$ no This patient fractured his left “eae ies 
“ astragalus as the result of a fall. An a 

= L.P.L. Gypsona walking-plaster was 
rink applied on 25th September and 
are removed on 6th November. After a 
progress X-ray another walking-plaster. 
de. . was applied from 6th November to 
the 18th December. While wearing the first 
i | cast the patient resumed normal work 
ing on his 16 acres of land, much of : eee 
which he ploughed by tractor. 
ot | The cast which weighed 2} Ibs. was | st 
igh intact on removal, in spite of his —_ 
arduous occupation. He had full and 
list ‘ 
not painless function of the limb 

throughout treatment. 

44 L.P.L. (low plaster loss) bandages 
do | 
he | have an extremely high plaster ‘a 
me content but little plaster is lost on 
immersion or squeezing. | 
he 
ps 
Is! 
is 
ad 
he 
he 


L.PL.Gypsona 


TRADE MARK 


PLASTER OF PARIS BANDAGES 8B.P.C. 


SMITH & NEPHEW LIMITED * WELWYN GARDEN CITY ° HERTS 
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MORE LETTERS 


MENTAL ILLNESS STIGMA 


Mapam.—I have read with.interest the 
letters on mental illness stigma and I feel 


that a very important point has been 


missed. 

Why do members of the nursing pro- 
fession become mentally ill? And what can 
be done to prevent this happening ? 

From my experience it is not the lazy, 
indifferent types that end up in mental 
hospitals but people with a keen sense of 
responsibility towards the community and 
their employers. The danger arises when 
these things are put before the individual’s 
own health. 

I think that the solution lies in better 
human relationships between admini- 
strators and staff. Every person is an in- 
dividual and should be treated as such. 
There is a tendency on the part of admini- 
strators to set a standard and then expect 
everyone to comply with it. This is not 
possible when dealing with human beings. 

Anyone who shows signs of being 
emotionally unstable should be weeded 
out during the training period. Then if a 
breakdown occurs later it is not entirely 
the fault of the unfortunate individual and 
a thorough investigation should be made 
as to why it happened. 


Berkshire. 


ADMINISTRATOR. 


LIVING LIKE A MATRON 


Mapam.—I was delighted when Wrang- 
ler in her Talking Point of January 9 took 
up the cudgels on behalf of matrons. We 
are, nowadays, the Aunt Sally’s of the 
nursing profession at whom all and sundry 
have a say. Most of us accept it philo- 
sophically as an occupational hazard and 
try to get on with the job. 

C.M.’s letter this week raises an interest- 
ing point. When I was struggling up the 
administrative ladder I made up my mind 
that when I was a matron I would have the 
minimum possible personal service and 
that no one would ever point a finger at 
me and say that I lived a life of pampered 
ease. I had heard it said—and indeed had 
said it myself—so many times of matrons 
under whom I worked. 

Well, I got my wish. When my pre- 
decessor, who had been here many years, 
left, the powers that be quickly snatched 
the pleasant and commodious ‘matron’s 
house’ and filled it up with doctors. For 
the matron they provided a small—and it 
is small (the spare bedroom is a converted 


_box room which takes, quite literally, a bed 


and nothing more) but warm and com- 
fortable flat which is the top floor of a 
house in the hospital grounds. Its chief 
attraction is that it is well away from the 
hospital and the nurses home though there 
is accommodation for two doctors in the 
lower flat. This has only so far been a draw- 
back when I had a very noisy young house- 


man downstairs who had a collection of 
the noisiest rock-and-roll records it has ever 
been my misfortune to listen to. However, 
I like my little flat, I have a delightful 
kitchen, I cook all my own meals except 
breakfast and I have a part-time maid. 
Normally I don’t see my flat from 8.30 
a.m. till any time after 6 p.m. except on 
my day off. 

So far so good, but it has been borne in 
upon me in the two years that I have been 
here that I am'being forced into leading a 
rather isolated life. I came to the district 
as a stranger and I have remained one, 
except to my immediate colleagues, be- 


cause I find it difficult toreturn hospitality. — 


I cannot find tears to shed over the plight 
of the consultant’s wife who gives a delight- 
ful dinner party even if she has had to cook 
the dinner herself—after all, she is at home 
all day and almost certainly has at least a 
‘daily’. All the women consultants I know 
have housekeepers and make no pretence 
of trying to run their homes as well as their 
jobs. I wouldn’t expect them to, they’re 
much too busy. 

I am quite certain that many of the 
problems with which I have to cope in my 
job could be more easily solved—and in- 
deed might never arise—if I were in a 
position to live the same kind of social life 
as the senior members of the non-nursing 
hospital staff. As it is, they know me only 
as ‘the matron’, either in and around the 
hospital, in uniform and on the job or at 
hospital functions, out of uniform, but still 
on the job. We hear a lot about the impor- 
tance of good personal relations and these 
can often be fostered very easily over a 
glass of sherry, a game of bridge or a 
dinner table. I have a horrid feeling the 
lay administration knew this when they 
clipped the matron’s social wings! 

AunT SALLY. 
Essex. 


Mapam.—If it is true that hospital 
matrons can still live like the old aris- 
tocracy, able to order two, three or more 
extra meals by pressing a bell when friends 
arrive, and having as many maids to wait 
on them as described in C.M.’s letter of 
January 23, is it not rather amazing that 
the Association of Hospital Management 
Committees and the Association of Hos- 
pital Administrators are just now expres- 
sing concern at the shortage of applicants 
for senior nursing posts? 

This impression of matron’s living con- 
ditions may be caused by the fact that her 
quarters are seldom self-contained. With- 
out a properly equipped private kitchen, 
her meals are usually cooked in the main 
hospital kitchen which may be two or 
three long corridors’ distance away, or 
even in another building across open 
ground. Sometimes when I have been 
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Radio and Television Programmes 


B.B.C. Home Service . . . Major. 
General Sir Drummond Inglis, chairman 
of the management committee of the 
Ethlem House Community Centre, is to 
appeal on Sunday, February 1, on behalf 

of the club which caters for yo 

children, teenagers, adults and old people, 
Days of Our Years, on February 1, is the 
beginning of a new series of four pro. 
grammes; unidentified speakers will talk 
about their experience of the four periods 
of life—childhood, adolescence, middle. 
age and old age. J Remember, beginning 
on Monday, February 2, is a new series 
of features in which older men and women 
will reminisce about episodes in their 
lives. The first presents two elderly sisters 
who went to Russia at the beginning of 
the century, one of whom nursed for the 
American Red Cross in Siberia. 


B.B.C. Television . . . On Tuesday, 
February 3, in Jt Happened To Me, is the 
story of how Sarmite, a 14-year-old 
Latvian girl living in a displaced persons’ 
camp in Germany, came, through the 
Ockenden Venture in Faith, to be an 
undergraduate at a British university, 
Over 100 children are now being 
educated under the Ockenden Venture 
scheme. 


entertaining guests a maid could have 
been seen pushing the food trolley along 
a corridor between kitchen and dining. 
room. That maid might be the same one 
who immediately on leaving my dining- 
room returns to her normal duty of waiting 
on nurses, orderlies and sisters in their 
dining-rooms. 

Perhaps when I have pressed my bell 
for the second course a maid who has been 
‘alerted’ away from cleaning group head- 
quarters’ offices, or from washing up in 
one of the wards, finds time to make a 
second journey with my food trolley. 

_(C.M. and her consultants would find 
it difficult to entertain their friends so 
cosily at their homes if their kitchens were 
a street’s length away from their dining- 
rooms and if those kitchens were also 
constantly in use for the preparation of 
many other people’s meals. They would 
also find it less convenient to do their own 
washing up if their sink units were at the 
end of their streets and shared by numer- 
ous other housewives. 


Marte A. SIMPSON. 
Mansfield, Notts. 


LADY MURIEL PAGET 


Mapam.—I have been invited by 
Pamela, Lady Glenconner, to write a book 
dealing with the life and philanthropic 
activities of her mother, Lady Muriel 
Paget, who organized hospitals and clinics 
in Russia during the First World War and 
subsequently in various countries in 
Eastern Europe. I should be very glad to 
hear from anyone who knew her person- 
ally or who worked with any of her mis- 
sions. 

Bunt. 
Eton College, Windsor. 
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Royal College of Nursing 


Roya. or NursING 


HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpiInBURGH: 44, Heriot Row 
Be.rasT: 6, College Gardens 


sSTER TUTOR SECTION 


South Eastern Metropolitan. St. Giles’ 
Hospital, Camberwell, Monday, February 2, 
1pm. Open meeting; Miss Spiller will speak 
on her visit to Canada. Executive meeting 6.30 
m. Members from all Sections welcomed. 
Buses 12, 36, 36b, 163, 172. 

South Western Metropolitan. St. 
Stephen’s Hospital, London, S.W.10, Thurs- 
day, February 5, 7.30 p.m. General meeting. 


PUBLIC HEALTH SECTION 


Ipswich. Magistrates’ room, Ipswich Town 
Hall, Saturday, February 7, 2.45 p.m. Elec- 
tions of Branch executive committee repre- 
entative and hon. auditor. 3.15 p.m. Designing 
wd Running a Geriatric Department (illustrated), 
by Dr. John Agate. 


Preston. Saul Street Clinic, Preston, Mon- 
day, February 2, 7.30 p.m. Annual general 
meeting ; election of officers, report of quarterly 
meeting. Please forward all nominations for 
committee and officers to the secretary by 
Saturday, January 31. Film, Angry Boy, after 
meeting. 


WARD AND DEPARTMENTAL 
SISTERS SECTION | 


North Eastern Metropolitan. Whipps 
Cross Hospital, Wednesday, February 6, 
7pm. General meeting; Looking at Pictures, by 
Miss Nada Newmarch. Bus 35 or trolley 661 
to Leytonstone station. 


South Western Metropolitan. Western 
Hospital, Seagrave Road, Fulham, S.W.6, 
February 4, 8 p.m. General meeting; Polio- 
myelitis, Miss Hardy, matron. Staff nurses in- 
vited, Refreshments. West Brompton Station, 
buses 74, 30. 


OCCUPATIONAL HEALTH 
SECTION 


Glasgow and West of Scotland. Scottish 
Nurses Club, 203, Bath Street, Friday, 
February 6, 7.30 p.m. Joint meeting with 
Public Health Section. Reminiscences, Professor 
n. 


BRANCHES 

Blackpool and District. Victoria Hos- 
pital, Blackpool, February 16, 7 p.m. Annual 
general meeting. 

Blackburn and District. Royal Infirmarys 
Tuesday, February 24, 7 p.m. Annual general 
meeting and annual dinner. Afternoon dress. 
Friends welcome. Names to secretary by 
February 16; cost, 15s. 


Glasgow. Nurses Club, 203, Bath Street, 
Friday, February 13, 7.30 p.m. Forensic 


Chemistry, Detective Inspector J. K. McLellan. 
Good attendance requested. 


Lancaster, Morecambe and District. 
Lancaster Moor Hospital, Friday, February 
13, 7.30 p.m. Annual general meeting; address 
by Miss A. Holder, chairman, Branches 
Standing Committee. 


Liverpool. Nominations invited for execu- 
tive committee—six vacancies. The following 
are eligible for re-election: Miss A. Adair, Miss 
I. Cawood, Miss E. Fairless, Miss L. Holland, 
Miss M. Jones. Nomination forms, to be re- 
turned by February 16, from secretary, c/o 
Royal Infirmary, Liverpool 3. 


Slough, Windsor and Maidenhead. King 
Edward VII Hospital, Tuesday, February 17, 
7.30 p.m. Annual general meeting; nomina- 
tions for officers. 


Stoke-on-Trent and District. 
Staffs. Royal Infirmary, Tuesday, February 
17, 7 p.m. Annual general meeting. 


West Cumberland. Workington Infir- 
mary, February 4, 7.15 p.m. Annual general 
meeting. 


‘Bolton Branch 


North . 


ROYAL COLLEGE OF NURSING 
APPEAL 


Sor the Nation’s Fund for Nurses 


We are always glad to receive woollen gar- 
ments for our sick and retired aurses. During 
the very cold weather there is, of course, an 
extra need and our stock is low. We shall be 
very glad to receive cardigans, bedjackets, 
socks, etc. We send our thanks to Miss M. 
Woodhead and an anonymous donor for gifts 
and to the donors listed below. 


Contributions for January 17-23 


Miss E. Bryden. For fuel 
Torbay Hospital. Collection at Carol Service 
Mrs. A. Brierley .. 
Mrs. A. Brierley. ‘In memory of Mrs. C. Holden 

‘In memory of Miss E. Jones, S.R.N., C.M.B.” .. 
Alder Hey Children’s Hospital. Monthly 


Miss B. I. W. Barnes. Monthly donation 
Total £18 4s. 11d. 

E. F. INGLE, 

Secretary, Royal College of Nursing Appeal for the 


Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. 
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M. A. Gullan Trophy and A. E. Pavey Award 


PRELIMINARY CONTEST 


THE FOLLOWING HOSPITALS have qualified for 
the Marion Agnes Gullan Trophy practical 
contest. 

1. Royal Southern Hospital, Liverpool. 

2. Royal Free Hospital, London; Bristol 
Royal Hospital, Bristol; Western General 
Hospital, Edinburgh; the last three hos- 
pitals tied for second place. 

The. following hospitals have qualified for 
the Agnes Elizabeth Pavey Award practical 
contest. 

1. Hellingly Hospital, Hailsham, Sussex. 

2. Holloway Sanatorium, Virginia Water, 


Surrey. 
3. Stanley Royd Hospital, Wakefield, 
Yorks. 


A JUDGE’S COMMENTS 


Tus YEAR I was one of the judges of the 
essays (34 in all) entered for the first part 
of the Marion Agnes Gullan Trophy and 
the Agnes Elizabeth Pavey Award. I was 
surprised at the imaginative and interest- 
ing treatment that was very generally 
given to a subject that at first sight ap- 
peared to be somewhat pedestrian—Dis- 
cuss how Modern Transport affects Health 
individually, nationally and internationally. ‘The 
standard was high and the group of essays 
in the first class showed thought, origin- 


ality and considerable reading. It seems | 


that all the essayists must have read quite 
widely to include so much factual matter 
as statistics of road accidents, careful des- 
criptions of the Australian Flying Doctor 
Service and rescues at sea, as well as a 


variety of information about the activities 
of the Specialized Agencies of the United 
Nations. 

It was in the international section that I 
found some slight inaccuracies on WHO 
and FAO, the control of locusts being 
attributed to WHO when it is part of the 
programme of the Food and Agricultural 
Organization. Then again, I note that one 
essay mentions ‘relief of famine and 
disaster’ as one of the benefits which WHO 
provides with the use of modern transport. 
In fact no one of the UN agencies is able 
to do much in this way. The International 
Red Cross (a voluntary agency) is prim- 
arily active here. Perhaps some confusion 
occurred here since Unicer (United 


Nations International Children’s Emer- 


gency Fund) has a regular programme 
providing powdered milk and certain foods 
on a long-term basis to certain countries 
which include this in their internal and 
child welfare services. 

Finally, in only two of the essays did I 
find the WHO definition of health (‘a state 
of physical, mental and social well-being 
and not merely the absence of disease’). In 
every one of the essays the treatment of the 
subject indicated clearly that the writer 
was interpreting ‘health’ in this sense. It 
is a tribute to modern nursing education 
that this was so. Nevertheless, in a formal 
essay of this standard it seems a pity not to 
define one’s terms from the start. 

OLIVE BAGGALLAY, 
M.B.E., LL.B., S.R.N., S.C.M., H.V.DIP. 
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